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MORTALITY AND DISABILITY IN MULTIPLE SCLEROSIS 


A STATISTICAL ESTIMATE OF PROGNOSIS 


Alexander R. MacLean, M.D. 


Joseph Berkson, M.D., Rochester, Minn. 


Since multiple sclerosis was first described in 1835, an 
unending search has been conducted for therapeutic 
weapons with which to combat the disease. An incom- 
plete and casual list of some of the agents recommended 
and used for this purpose includes potassium iodide, 
sodium cacodylate, and arsenic in many forms. Col- 
loidal preparations of gold, selenium, manganese, and 
antimony have apparently proved of value. Sodium sali- 
cylate has been given intravenously. Mercury, phos- 
phorus. lecithin, nucleoproteins, lymphoid serums, and 
fibrolysins have been advocated. Artificial fevers pro- 
duced by radiant heat, malaria, milk, and the vaccines of 
typhoid, paratyphoid and Streptococcus organisms have 
been suggested. The disease has been treated with 
glandular extracts, whole liver, numerous vitamins, peni- 
cillin, the sulfonamides, histamine, the antihistamines, 
goats’ milk, bishydroxycoumarin (dicumarol"), neo- 
stigmine, and psychoanalysis. All of these remedies are 
claimed to have cured some patients of their disease. All 
of them have seemed capable of altering the course of 
a disorder which by its nature is unpredictable, and 
therefore not amenable to evaluation of either trust- 
worthy physician or patient. 

One of the chief reasons for the inability to make a 
definitive judgment respecting the effect of a proposed 
therapeutic measure is the lack of an adequately estab- 
lished estimate of prognosis that could be used as a 
bench mark from which to judge the results of treatment. 
It is chiefly with the idea of providing such a “control” 
that this study was undertaken. The general plan laid 
Out was to segregate a sufficiently large group of cases 
that would meet specified criteria of diagnostic definition, 
to obtain a follow-up as complete as possible of the 
Patients concerned over an adequate length of time, and 
to determine in a precise statistical manner the prog- 


nosis in respect to events that could be ascertained with 
Precision. 


The investigation was made as of Jan. 1, 1950. To 
assure a minimum of a 10-yr. follow-up, only cases in 
which a diagnosis of multiple sclerosis was made in 1939 
or earlier were included. Beginning with that year and 
going backward to earlier years, the records were culled 
to obtain cases which met specified criteria. All patients 
were to be within the age range of 15 to 45 yr. inclusive 
at the time of onset of the disease. It was decided to 
accept for study only those cases in which the disease 
had demonstrated the classic remissions and exacerba- 
tions, and involvement of more than one portion of the 
nervous system. We sought in this way to fulfil the ac- 
cepted diagnostic criterion that multiple sclerosis is 
disseminated with respect to both time and locus. No 
attempt was made to select cases according to the severity 
of the illness, so that no case was excluded because of 
extensiveness of involvement of the nervous system or 
the degree of disability. However, the appearance of 
remissions and exacerbations was a necessary requisite 
for the inclusion of a case, so that none was accepted in 
which there was a history of one attack with no subse- 
quent recurrence of the disease, or which showed progres- 
sion of the disease without any remission. The experience 
of six years (1934 through 1939) supplied us with 
418 cases meeting the requirements mentioned, and 
this was considered an adequate number for the 
study. 

In order to define our results as clearly as possible, 
attention was limited to two items: (1) whether the 
patient had become disabled, in the sense of becoming 
unable to walk or engage in his or her ordinary work, 
and if so, when; (2) whether the patient had died in the 
interval since last heard from, and if so, how long after 
the definitive visit to the Mayo Clinic.’ Our object was to 
calculate the survival rates, that is, the percentage of 
patients living at various numbers of years following 
the visit, and the similar rates for becoming disabled. 


— the Department of Neurology and Psychiatry (Dr. MacLean) and the Division of Biometry and Medical Statistics (Dr. Berkson), Mayo Clinic. 
- The first visit of the Patient to the clinic when the diagnosis of multiple sclerosis, was clearly established is considered the definitive visit for this study. 
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The necessary information was obtainable in some 
instances from the patients’ records in return visits. For 
the rest we communicated by mail with the patient and, 
when doubt existed regarding the data obtained, with 
the home consulting physician or relatives. In cases in 
which information could not be obtained in these ways, 
a special investigative agent was employed. 


Taste 1.—Age Distribution* 


Total Mules Females 


\ee at tine let ve visit to the elinie; that is, when the patient 
with the diagnosis of multiple sclerosis estal 


In Table | is shown the age at the time of the definitive 
visit, for male patients and female patients. There were 
relatively more female patients than male patients 
(54°¢ ). A larger percentage of the female patients than 
the male patients were in the ages below 30 yr. (34% 
for the female patients as contrasted with 24% for the 
male patients). The average age for the female patients 
was about two years less than that for the male patients. 
In Table 2 is shown the duration of the disease as far as 
this was obtainable by questioning the patient. Forty-four 
per cent of the cases were of less than five years’ dura- 
tion; 31° were from five to 10 yr., and 3% were more 
than 20 yr. in duration. The average was 7.0 yr. for the 
total group and somewhat longer for females (7.2 yr.) 
than for males (6.8 yr.). The average age at onset of the 
disease was 28 yr. for male patients, and 27 yr. for female 
patients. 

Of the 418 patients, we were unable in 12 cases to 
ascertain either whether the patient was living or, if 


Taste 2.—Duration of Disease* 


Total Males Females 
Durat \ No 
l 62 Is 
12s 7 29.7 71 $1.4 
38 17.2 15 
13 os ( 
Meat 7.0 yr 7.2 yr 


* At time of definitive visit to the elink 


dead, the date of death, so that the survival rates were 
calculated as for 406 cases, or 97% of the original 
group. Survival rates were calculated by the actuarial 
method as described by Berkson and Gage * covering a 


2. Berkson, J.. and Gage, R. P.: Calculation of Survival Rates for 
Cancer, Proc. Staff Meet.. Mayo Clin. 25: 270-286 (May 24) 1950. 

3. In six of the 15 cases, information was available as to the time of 
death, so that the survival table for the group representing patients not 
incapacitated at the time of the definitive visit could be calculated from 
the data of 284 cases. 


J.A.M.A., Aug. 11, 195] 


period of 10 yr. following the definitive visit to the clinic, 
These are shown in Table 3 and graphically in Chart 1, 
The survival rate for the 10-yr. period is 79%, to be 
compared with a survival rate of 93% for the same inter- 
val, applying to a normal population of the same age at 
the beginning of the study. This is to say that the 10-yr, 
survival rate for this group of patients with multiple 
sclerosis is about 85% of the rate for a normal popula- 
tion. Similarly the five-year survival rate for the multiple 
sclerosis group is 93%, and this is 95% of the normal 
rate for this period. Thus, this group of patients with 
multiple sclerosis had almost a normal survival rate in 
the five years following their visits to the clinic and even 
after 10 yr. it was reduced only to about 85% of normal. 

Because of the protean manifestations of multiple 
sclerosis and the unpredictable remissions, the clinical 
assessment of improvement, or judgment respecting the 
downward course of the disease, is difficult to gauge 
objectively. In addition, one must guard against the 
familiar human weakness of making the wish the father 
of the thought in judging a condition regarding which 
both physician and patient are so vitally concerned. We 
attempted therefore to remove the ambiguity of subjec- 


sarvivals 


Per cent 
{ 
} 

} 
} 
{ 


Chart 1.—Survival curve of total group of patients with multiple sclero- 
sis. The S-yr. survival rate is 95° of normal; the 10-yr. survival rate 


is 85° of normal 


tive judgment as much as possible by defining disability 
in objective terms, even if the definition was not com- 
pletely satisfactory in reflecting the total condition of the 
patient. A patient was classified as incapacitated if he 
or she stopped walking or stopped working. We ascer- 
tained as accurately as possible whether the patient had 
stopped either of these activities, and if so when; but no 
attempt was made to judge whether the cessation was 
made necessary by the disease or was circumstantial. If 
a patient was reported as having stopped ordinary activi- 
ties in the household, or was unemployed, that fact itself 
was taken as the basis for classifying the patient as in- 
capacitated. The same classification was made if he or 
she had stopped walking or had resorted to the use of 
crutches or the aid of another person in locomotion. 
The study of the development of incapacitation ¢ 

be made of course only for those patients who were not 
already incapacitated at the time of the definitive visit 
to the clinic. Of the 418 patients comprising the original 
total group, 125 were either unable to work, or unable 
to walk, or both, at the time that the diagnosis was made 
at the clinic, leaving 293 who could be investigated with 
respect to later incapacitation. Of these 293 it pro 
impossible to obtain the necessary information in 15 
cases, leaving 278 cases on the basis of which the rales 
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of incapacitation were calculated.* The method used for 
calculation of these rates was the previously mentioned 
actuarial method. 

We determined for each year up to 10 yr. after the 
definitive visit, the percentage of the original group liv- 
ing, and the percentage living and working and walking, 
that is, not incapacitated. The difference, of course, rep- 
resented the percentage living but unable to perform 
their usual work, or to walk without assistance. The 
10-yr. survival rate for this group was 88 % , as compared 
with 79¢°¢ for the total group with multiple sclerosis. 
This reflected the fact that the present group, consisting 
only of those who were working and walking when first 
seen, were, on the average, patients in whom the disease 
was not so malignant as in those who were incapacitated 
when first seen. Table 4 gives the figures for these, and 
the curves depicting the course of mortality and in- 
capacitation are shown in Chart 2. At the end of five 
years 96 of an original 100 are living and 64 of these 
are able to work and walk. At the end of 10 yr., 88 are 
living and 42 of these are able to walk and work. Of 
these lust figures, those living are 94% of a normal group 
of similar age, and those walking and working represent 


Years cfter diag: is at Mec ye Clume 
Chart Group of patients who were walking and working at the time 
of the tive visit. The upper curve shows the percentage living various 
years after the definitive visit; the lower curve shows the percentage 


walking working 


45 of the number expected to be living and well at 
the end of the 10-yr. period. 

The picture of the course of multiple sclerosis re- 
vealed by these studies, while hardly one to be consid- 
ered very gratifying, is not nearly as grim as is generally 
envisaged in connection with this disease. To be sure, it 
must be kept clearly in mind that the group of patients 
studied belongs to a specially selected class. The group 
selected, however, was just one which was felt might 
furnish a base line for judgment of results obtained with 
the use of therapeutic measures. It is a group in which 
the diagnosis can be considered definitive without corro- 
borative pathologic evidence, and the patients omitted— 
those who had suffered from a single attack of the dis- 
ease without subsequent recurrence, and those who had 
already undergone irreparable damage of the nervous 
system—could not well be included in a project aimed 
at discovering the results of a specific treatment for the 
disease. Accordingly, it is felt that while the figures given 
must be considered only as a general estimate of prog- 
nosis and apply to a specifically designated group, they 
should be useful not only in reflecting a better outlook 
for such patients than is generally assumed to be charac- 
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teristic, but also in furnishing approximately a minimal 
base line (Charts 1 and 2) that a proposed therapeutic 
regimen must improve on before evidence for effective- 
ness can be accepted. It is clear that the considerable 
number of patients who continue without disablement 
for five years makes it impossible to draw any definite 
conclusions regarding the effectiveness of a particular 


TaBLe 3.—Survival Table: Total Group 406 Patients 


Survival Rate,* 
Last Report ~ Living at 
Interval Following Definitive Beginning of 


Clinie Visit, in Yr. Dead Living Interval 
2-3 ena 4 7.5 
12 
12 0 80.6 
3 
" oo 82.2 
4 


For the method of caleulating these rates the article by Berkson 
and Gage ® referred to in the text should be consulted 


measure without the following up of a considerable 
number of patients for at least that length of time. This 
is not said in failure to realize that the individual physi- 
cian treating the individual patient must of necessity be 
guided by the best experience with that particular pa- 
tient. Medical care is an individual matter requiring in- 
dividual judgment, but the recommendation of any 
specific treatment for general use must rest on adequate 
numbers of cases evaluated by adequate statistical 
methods. 


TABLE 4.—Survival and Incapacitation Rates Patients Working 
and Walking at Time of First Visit 


278 Patients: Survival Walk- 
Interval Incapacitation Rate, ing and 
Following 284 Patients: -—— — Living Working 
Definitive Last Report Walking at Begin- at Begin- 
Clinie Visit, — —————~_ Incapaci- and ning of ning of 
in Yr Dead Living tated*® Working+ Interval}; Interval} 
0 0 35 0 100.0 
1-2 2 1 15 0 14) 87.4 
2-3 1 3 M4 2 4.3 82.0) 
3-4 3 3 15 3 1.4 we 
4-5 4 19 3 97.9 71.5 
5-6 5 4 16 0 4 “44 
6-7 4 0 10 0 45 4 
7-8 3 0 12 0 93.1 54.7 
3 1 1] 0 919 W.2 
9-10 6 47 10 22 w.5 46.1 
10+ 15 175 14 77 42.0 


* A patient is entered in this column (a) if incapacitated, that is, if he 
had become unable to work or walk; (b) if he had died before becoming 
incapacitated; there were only 3 such cases. 

+ A patient entered in this column was, when last heard from, living 
and doing usual work and walking, that is, was not incapacitated. 

t For the method of caleulating these rates the article by Berkson and 
Gage ? referred to in the text should be consulted. 


SUMMARY 

Survival and disability rates have been calculated for 
a selected class of patients with multiple sclerosis. They 
provide objective base lines from which therapy can 
be judged. 

The rates obtained reflect a rather better outlook in 
respect to mortality and disability than is generally 
assumed for such patients, and a five-year evaluation of 
results would appear the minimal period of time neces- 
sary to deduce reliable conclusions. 
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SIMPLE TEST FOR BEDSIDE 


This laboratory has been engaged for several years in 
the development of a simple bedside test of the clotting 
mechanism, which would indicate an imbalance between 
the coagulant and anticoagulant factors in the blood. 
Such a state conceivably might exist after operatiye 
trauma, in the presence of manifest thrombosis, after 
hemorrhage, or as a result of anticoagulant therapy. The 
first of these studies pertained to a heparin tolerance in 
vivo, testing the individual's capillary clotting time before 
and after the intravenous administration of 10 mg. of 
heparin sodium.' Later this study was extended to a 
series of normal controls and compared with patient 
material.* The test dose, however, was not administered 
according to body weight,* and, as pointed out by Jaques 


PERCENTUAL CHANGE 
IN SENSITIZED CLOTTING TIME 
: 


DAYS FOLLOWING OPERATION 


Chart 1.—Daily sensitized clotting times following operation. In this 
group the tendency to hypocoagulability of the blood as a response to 
postoperative stress is unmistakable. The peak of the mean curve is on 
the third postoperative day. 


and Ricker,‘ there is a marked difference between the 
response to heparin in vivo and in vitro, since in the 
former the ability of the blood to remove heparin from 


From the Department of Surgery, University of Illinois and St. Luke's 
Hospital. 

1. de Takats, G.: Heparin Tolerance: A Test of the Clotting Mechanism, 
Sure.. Gynec. & Obst. 77:31, 1943. 

2. de Takats, G.: The Present Status of Anticoagulant Therapy in 
Surgery, J. A. M. A. 142: 527 (Feb. 25) 1950. 

3. Abrahams, D. J., and Glynn, L. E.: Heparin Tolerance in Rheu- 
matic Fever, Clin. Sc. 8: 171, 1949, 

4. Jaques, L. B., and Ricker, A. G.: Relationship Between Heparin 
Dosage and Clotting Time, Blood 3: 1197, 1948. 

5. Rosenthal, R. L.: Blood Coagulation in Leukemia and Polycythemia; 
Value of Heparin Clotting Time and Clot Retraction Rate, J. Lab. & Clin. 
Med. 34: 1321, 1949. 

6. For the last year the amount of added heparin has been reduced to 
ly, giving normal values of 14 to ?§ min. The test can be completed more 
rapidly without impairing its sensigvity. 


SENSITIZED CLOTTING TIME 


STUD Y OF THE CLOTTING MECHANISM 


Geza de Takats, M.D., Chicago 


J.A.M.A., Aug. 11, 195] 


the circulation is an additional factor. These authors sug- 
gested a combined heparin sensitivity test. 

Recently we have employed an in vitro test of heparin 
sensitivity, as used by Rosenthal,* for the study of hemor- 
rhagic phenomena in leukemia and polycythemia. 


PERCENTUAL CHANGE 


IN SENSITIZED CLOTTING TIME 


DAYS FOLLOWING OPERATION 


Chart 2.—Sensitized clotting times following operations. In this croup of 
eight patients the clotting mechanism responds to surgical trauma with no 
rise or occasionally a fall of the clotting time. 


Four micrograms of heparin in 0.1 cc. of isotonic sodium 
chloride solution is placed in a 13 by 100 mm. test tube, which 
has been thoroughly cleaned and dried and to it 1 cc. of venous 
blood is added. The tube is corked and, after gentle inversion 
twice, is allowed to stand for 12 min., after which it is inverted 
every half-minute until the blood stops flowing, as in the Lee- 
White method of venous coagulation time. 
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OarS aFTER EPISODE 


Chart 3.—Clotting curve 1 belongs to a 50 year old patient who arrived 
with severe trauma to the perineum, causing rupture of the urethra. He 
was in moderate shock but lost little blood. The injury was repaired under 
general anesthesia. The patient ran an elevated clotting time for five days 
after the injury. Curve 2 belongs to a patient who suffered a severe 
vaginal hemorrhage following a vaginal hysterectomy. There was no evi- 
dence of blood dyscrasia, neither before nor after the operation. In this 
patient a sensitized clotting time of 38 min. was observed a day following 
hemorrhage and lasted two days, after which gradual drop to no 
took place. 


Normal young subjects and hospitalized patients with 
chronic vascular and nonvascular disease showed clot- 
ting times between 22 and 28 min.; when the test has 
been run in duplicate, the maximum deviation has not 
been more than 2 min. (Table 1).° 
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Serial determinations, run daily on patients after op- 
erations, reveal two distinct patterns. In the first there is 
a rise of the heparin-retarded clotting time between the 
third and fourth days (Chart 1), whereas, in another 
group of patients, no rise, or even a fall, takes place 
(Chart 2). The postoperative rise may be as high as 


Taste 1.—Sensitized Clotting Times in Control Subjects* 


Clotting 


s t Age Diagnosis Time, Min. 
20 
E.S 41 24 
‘ M 46 26 
] F 44 Sinus of amputation stump..............+. 28 
1s 46 Rheumatic heart, auricular fibrillation..... 6 
W 75 Arteriosclerotic gangrene ................+.. 26 
I rdG, 47 Fractured ribs (mot 27 
r G. 60 Peripheral vaseular sclerosis................ 
W. Th 7 Postphlebitie uleer 27 
M. 60 Abdominal aneurysm 25 
60 Dinbetle 22 
*4 control subjects were young normal persons or middle-aged or 
old | ns without acute vascular thrombosis. 
SENS THTEO 
> } 
> | 2-13-50 
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> 
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2 
DAYS FOLLOWING MEPARIN IN GELATIN 


Chart 4.—The effect of a single dose of 200 mg. of heparin in gelatin 
with vascoconstrictors, as measured by the clotting times sensitized with 
4) and with ly and by capillary coagulation times. The patient’s reaction 
to this single dose of heparin changed perceptibly on the second adminis- 
tration on Feb. 13. When he received it the first day after amputation, he 
was obviously heparin resistant. The clotting times, sensitized with ly, 
seem to parallel very closely the clotting times obtained with the addition 
of 4y of heparin. 


TaBLe 2.—Lesions Manifesting Sensitized Clotting Times 


Clotting 
Patient Diagnosis Times, Min, 
G. Se. Acute thromboembolism M4 
M. Mi. Recurrent thrombophlebitis ....................+ 18 
Ch. St. Ascending thrombophlebitis ...................64- 9, 12 
Flo. 8. Thrombosis and 16 
M. M. Ascending thrombophlebitis 19 


48 min., a figure as high as that obtained by injection of 
200 mg. of heparin in a gelatin mixture into the muscle. 
The effect of anesthesia was also studied, but this does 
not persist after 24 hr. 
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After severe trauma or massive hemorrhage consider- 
able elevation of the clotting time from the normal may 
be observed (Chart 3). This is also true in the convales- 
cent phase after acute thrombosis or after an acute 
coronary occlusion. 


WT. Age S7 Diagnosis Postphlebitic Ulcer 
Clotting 
per cent 120 
+= — + 
(proph.) Ts T | 
5 
time in 56 
clotting 
time in r 
ainutes “| 7 
— 
2 + —-+ + ~ 
24 + 
20 
16 
(therap.) 12 + 
| 
Heparin 
BH i0°* Remarks Clotting time in the sensitized 


Chart 5.—Coagulogram of W. T., a 57-yr.-old man suffering from a 
chronic postphlebitic ulcer. The upper curve represents prothromb.n 
levels, determined in 12.5 per cent plasma and expressed in clotting power 
(percentage of normal). The lower curve is the curve of sensitized clotting 
times. Note the excellent correlation between the two curves. In fact, the 
clotting time reaches its peak a day ahead of the dip in the clotting 
activity. Also, the decline of the clotting time is more gradual than the 
ascent of the prothrombin level. 


8 


SURGERY 


CLOTTING ACTIVITY % 


CLOTTING TIME IN MINUTES 
> 
S 


NORMAL CAPILLARY FRAGKITY 


DAYS 
Chart 6.—Prothrombin levels and clotting times of J. S. Note that in 
spite of a normal clotting activity, the sensitized clotting time is elevated 
markedly, as sometimes seen in patients in a stage of remission after 
thrombosis. Postoperatively on the seventh day he received the experi- 
mental coumarin. This caused a very sharp rise of the clotting time to 
52 min.; whereas, the prothrombin level dropped to only 46 per cent of 
normal and seemed to be at a normal level on the day of the hemorrhage. 
The patient bled considerably from his prostate and bladder. In this 
patient the sensitized clotting time gave a better indication of the threaten- 
ing hemorrhage the day before it occurred than the prothrombin level, at 
least as determined in our laboratory. 
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The effect of a single dose of heparin (Chart 4), bis- 
hydroxycoumarin (dicumarol*) (Chart 5), or coumarin 
no. 69 (Chart 6) can also be followed by this method and 
seems to give more information than the customary 
clotting times. In fact, in case of hemorrhage after the 
administration of coumarin no. 69, it was more reveal- 
ing than the prothrombin level determined in plasma 
diluted 1:8. 


CARE OF TUBERCULOUS VETERAN—BARNWELL 


J.A.M.A., Aug. 195] 


A few patients who had serial observations during an 
acute attack of thrombosis, showed clotting times shorter 
than 20 min. (Table 2). 

The use of this simple test may give an interesting in- 
sight into the clotting equilibrium of blood in various dis- 
eased states. These pilot tests are now being extended to 
obtain statistically valid data. 

1853 W. Polk St. 


It is incumbent on those of us who help to spend 
federal funds for the care of our nation’s sick veterans 
to make periodic reports to the medical profession. My 
concern has been with the nearly 100,000 veterans who 
have been adjudged to have developed tuberculosis in 
some connection with their service to their country. 

When the Department of Medicine and Surgery was 
formed within the Veterans Administration in 1946, 
some 60,000 of these tuberculous citizens were World 
War I veterans and 4.000 of them were in hospitals. 
The number of this group that is still hospitalized is 
undiminished despite its constant depletion by death 
from all causes. It has been startling to observe that, 
since World War I, tuberculosis has shifted in both mor- 
bidity and mortality trom a disease of young people to a 
disease of older men. Our veteran population is, in conse- 
quence, now growing into rather than declining from the 
peak of this disease. The additional load of World War II 
veterans began to enter our hospitals in 1942. During 
the three years 1946-1948, nearly 4,000 additional 
cases were transferred to us from the Army and Navy. 
As soon as the constant accretion from the services had 
begun to diminish, it was replaced by members of the 
civilian veteran population of 19,000,000. The rate of 
veterans being adjudicated for tuberculosis is now steady 
at about 1,000 new cases each month. Not all of them 
have to be, or indeed can be, hospitalized, but a major- 
itv are reported to be active and about 30% of the new 
cases are regarded as service connected. 

The number of service-connected cases has been in- 
creased by untold thousands as a result of the recent 
(June, 1950) signing of Public Law 573, which extends 
the period of presumptive service connection from one 
year to three or four years—depending on the extent of 
disease at the time diagnosis is established. The patients 
adjudicated under this law will receive immediate pri- 
ority for hospitalization in Veterans Administration hos- 
pitals and be candidates for a contract hospital bed at 


Chief, Tuberculosis Division, United States Veterans Administration. 

Read before the Section on Diseases of the Chest at the Ninety-Ninth 
Annual Session of the American Medical Association, San Francisco, 
June 28, 1950 

Sponsored by the Veterans Administration and published with the 
approval of the Chief Medical Director. The statements and conclusions 
published by the author are the result of his own study and do not neces- 
sarily reflect the opinion or policy of the Veterans Administration. 


CARE OF THE TUBERCULOUS VETERAN 
A CONTINUING PROBLEM 


John B. Barnwell, M.D., Washington, D.C. 


Veterans Administration expense. Such factors could 
not, of course, be evaluated with any certainty at the 
time when plans for federal hospital beds were prepared 
in 1945 and 1946. 


EXPANSION OF HOSPITAL FACILITIES 

To some extent, we have accommodated this increas- 
ing load by adding four tuberculosis hospitals to our pre- 
existing 14, but expansion has been chiefly accomplished 
by opening tuberculosis services in general hospitals. 
This latter method seemed to offer many advantages. It 
provided better geographic distribution not only of beds 
but also of physicians trained or experienced in the 
management of tuberculosis. It provided a better chance 
for the recruitment and training of physicians and others 
in this specialty, since many physicians were willing to 
do tuberculosis work if they could continue the contacts 
and interests found in general hospitals but supposedly 
denied them in tuberculosis institutions. It further devel- 
oped that the general hospital became more acutely 
aware of the ever present possibility of tuberculosis in 
almost any symptom complex and of the more startling 
concept that active tuberculosis may exist in the com- 
plete absence of symptoms and physical signs. The plan 
also acknowledged the undeniable facts that tuberculosis 
patients do enter general hospitals in any event and that 
it is better to have a prepared place for them instead of 
attempting to isolate them individually on the general 
wards as one would cases of typhoid fever. It also 
rounded out the thoracic surgical program so that that 
service in the general hospital more nearly approached 
the situation that exists in private practice. 

On the basis of these beliefs, we increased the number 
of our beds in 46 general hospitals to 5,500. The original 
concept was that general hospitals should house only 
those tuberculous patients who required 24 hour bed 
rest, i. €., we attempted to distinguish “hospital” care 
from “sanatorium” care. That concept is still valid, but 
the number of patients increased too rapidly and general 
hospitals found themselves unable to transfer their am- 
bulatory patients to sanatoria. The consequence is that, 
in at least one general hospital, we are now running what 
amounts to a large sanatorium within a general hospital. 
I am proud to say that, in this instance, it is most sue 
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cessful. Unfortunately, there are other instances where 
the tuberculosis service is too large for its proper con- 
duct within a general hospital and occupies too large a 
share of the teaching beds. In general, 10% of the total 
hospital beds or 30% of the medical service has been 
found a good operating proportion, both from the point 
of view of patient care and the rotation of personnel in 
training programs. 

With 5,483 beds in general hospitals, 1,749 in psy- 
chiatric hospitals, and 7,044 in tuberculosis hospitals, 
the bed capacity totaled 14,276 in March, 1950, or 
twice that of 1945. Of these beds 90.7% are occupied 
by 12.946 patients. If, to this figure is added the 2,072 
patients in non-Veterans Administration hospitals, there 
is a total of 15,018 tuberculous veterans who are hos- 
pitalized at federal expense. To care for this expansion, 
the number of physicians in both clinics and hospitals 
was increased from 165 to 600. In spite of this increase, 
we still have 1,260 beds in tuberculosis hospitals that 
are unavailable because of a lack of staff; this is particu- 
larly unfortunate in view of the fact that there is a waiting 


list of nonservice-connected cases, which grew from 342 
in July. 1947, to a constant average of 2,300 during the 
past two years. 

My carly hope that we could rely on nonfederal sana- 
toria to take care of the larger share of this expansion 


proved illusory. Only recently we had another opportu- 
nity to test this possibility. We were faced with the sud- 
den closing of a large hospital. Among the tuberculous 


veterans in it were 282 residents of a single state. Forty 
per cent of them were nonservice connected and, there- 
fore, a more direct responsibility of the state than of the 


Veterans Administration. Even though this state was 
among the richer ones and had a splendid sanatorium 
system, it could not find beds for any of this group, its 
citizens. It is of no assistance to us that some states and 
counties suffer from our own difficulty of having empty 
beds due to lack of stafl—we cannot put patients in them 
until they are staffed. 


SPECIALTY TRAINING 

In an attempt to improve the quality of its staff, the 
Veterans Administration has used all outside training 
programs known to it: the eight week school of the Tru- 
deau Foundation, and the one or two week regional 
courses sponsored by the American Trudeau Society and 
by the American College of Chest Physicians, co-spon- 
sored by a medical school within the region. The number 
of our physicians (248) who have attended these schools 
Was, of course, limited by the number of sponsoring 
groups, but we have filled all vacancies that were avail- 
able to us. Some particularly well-run sanatoria and 
clinics have received Veterans Administration physicians 
for periods of instruction and observation that were as 
long as three months; by such a procedure we hoped to 
have our physicians learn, not only the professional man- 
agement of patients in these hospitals, but also how some 
of our neighbors manage with a smaller budget than the 
Veterans Administration has for its patients. Although 
new legislation permits our physicians to enjoy study 
Periods of as long as an academic year, there are few of 
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our tuberculosis hospitals that can spare their physician: 
for any such period. 

The entire tuberculosis specialty field has been some- 
what limited in its in-training program by the apparent 
difficulties of fitting its present resources into the require- 
ments of the national bodies that approve accepted train- 
ing. While the American Board of Internal Medicine and 
its Advisory Council on Pulmonary Diseases have been 
able to interpret their rules in such a way that the Vet- 
erans Administration can actually offer some financial 
advantage to the internist who wishes to take one of his 
training years and then two “practice” years in an 
“approved” tuberculosis hospital or service, there re- 
mains the difficulty of securing approval of the specialty 
hospital. This difficulty arises in part, in my opinion, 
from the attempt to define a hospital’s training resources 
with the same words used to define the training qualifica- 
tions of the candidate for the board examination. All of 
the specialty boards, including the Subspecialty Board 
on Pulmonary Diseases, have set as a goal broader train- 
ing for all the subspecialties. For pulmonary diseases the 
postgraduate training required may be divided into three 
segments: (1) the broader aspects of internal medicine, 
(2) nontuberculous pulmonary disease, and (3) tubercu- 
losis—the last of which is broadened still further to in- 
clude “the community aspects of tuberculosis control.” 
When such language is translated into the resources of 
hospitals that can give such training. there is a tendency 
to require of a given hospital sufficient resources to 
furnish training in at least the last two segments, i. e., 
both nontuberculous and tuberculous pulmonary disease. 
This has given rise to the fear on the part of some spe- 
cialty hospitals that they cannot be approved for any 
segment of the training because community health re- 
quirements prevent their yielding any definite percentage 
of their beds to noninfectious cases. It is to be hoped that 
the specialty hospitals that, through custom, law, or other 
necessity, treat solely the tuberculous may be regarded 
as other specialty hospitals that furnish only a segment 
of a broader training, for example, contagious disease 
hospitals, malignant disease hospitals, and cardiovascular 
disease hospitals. 

Another source of anxiety to the specialty hospitals 
that are trying to correct ancient deficiencies in training 
resources is the possibility that the temporary approval 
of the hospital may be removed if that hospital fails to 
find a successful candidate for residency within the suc- 
ceeding two years. It takes time for the best of hospitals 
to establish a reputation for training among prospective 
candidates, and it may easily require more than two years 
to establish such a reputation. The scarcity of trained 
physicians in this communicable disease is well known, 
and all possible encouragement should be offered both 
physicians and hospitals that essay this training for the 
present and future health of our nation. 

The Veterans Administration has shared with its non- 
federal neighbors the difficulties and some of the suc- 
cesses of a training program that many have attempted 
to revitalize. So far as approval of hospitals is concerned, 
the Veterans Administration may point to the last pub- 
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lished list in THe JOURNAL, which contained 15 Veterans 
Administration hospitals approved for training in pul- 
monary diseases and 12 in thoracic surgery. Eleven of 
the 27 were tuberculosis hospitals, and 16 were services 
in general hospitals. 

More nursing schools than medical schools have 
shown a keen interest in training their undergraduate and 
graduate students in Veterans Administration hospitals. 
The most important contribution of the interested medi- 
cal schools has been the rotation of residents in internal 
medicine through the services of tuberculosis, pulmonary 
disease, or infectious disease. In too many instances, 
however, medical schools have regarded tuberculosis as 
just another chronic disease—in which none of the aver- 
age faculty can find any interest—though chronic disease 
is fast becoming the leading medical problem of the na- 
tion and particularly of the Veterans Administration. A 
few medical faculties are not only uninterested but even 
antagonistic to having a tuberculosis hospital near their 
schools. Medical, as well as nonmedical, politicians have 
been responsible for the isolated location of tuberculosis 
hospitals, both federal and local. 

Continuous in-training in Veterans Administration 
hospitals is regarded by the Tuberculosis Division as a 
lifelong program to be continued throughout the physi- 
cian’s service in the Veterans Administration regardless 
of his grade, title, or duties. Most of it is within the hos- 
pital: staff conferences and clinical-pathological confer- 
ences, in which the staff learn from each other, from the 
consultants and lecturers, and from the wealth of material 
available in their wards and laboratories and excellent 
libraries. Many interhospital seminars are also fostered, 
some with neighboring nonfederal hospitals and some 
purely within the Veterans Administration. Such semi- 
nars are the semiannual streptomycin conferences; there 
are others in rehabilitation, thoracic surgery, educational 
therapy, social service, patient education, and the con- 
secutive admission case review type of conference devel- 
oped by the states of Michigan, Wisconsin and Minne- 
sota at Pembine, Wis. These conferences have helped 
develop among the participants a critical attitude toward 
practices formerly accepted without question and have 
fostered the search for better methods. They have very 
sensibly narrowed the spread in the quality of practice 
between the best and the least effective hospital. 

The research and education services have helped de- 
velop in-training and extramural training in other serv- 
ices which contribute to patient care; they have conducted 
courses in hospital management with the cooperation of 
other federal services. The nursing service has used one 
midwestern university for training several large groups 
of our nurses in safer nursing techniques and has, in turn, 
used our hospitals to train affiliate student nurses in the 
techniques of contagious disease. Whereas in 1946 there 
was only one physician trained in physical medicine in 
our tuberculosis hospitals, the physical medicine rehabili- 
tation service has now had trained and placed on duty in 
our 18 hospitals 11 full-time and 8 part-time physicians 
in physical medicine, 59 physical therapists, 58 occupa- 
tional therapists, 46 education therapists, and 31 manual 
arts therapists. While the number of social workers in 
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these hospitals has been more than tripled in the past 
four years, it is more important that at least 75% of them 
have had the full two years of training in a graduate 
school of social work. The dietitians with their butchers 
and bakers have had extensive training programs to help 
us feed this fastidious group of patients. Most of the sery- 
ices have resorted to the moving picture training film to 
reach larger groups of both workers and patients, and a 
number of excellent films have been produced. The effect 
of their use is only beginning to be evident. 

These several training programs have been necessi- 
tated by our ever increasing number of patients, by the 
scarcity of people who are well trained in tuberculosis, 
and by our desire to drain as little as possible from our 
hard-pressed nonfederal neighbors and co-workers. We 
are glad that our neighbors have to some extent shared 
the benefits of this training in the sense that a number of 
graduates from it have joined nonfederal sanatoria. 


MEDICAL MEETINGS AND PUBLICATIONS 


As some may remember, before the establishment of 
the present Department of Medicine and Surgery, the 
Veterans Administration was as silent in professional 
societies and journals as the valiant and self-effacing sub- 
marine service of the Navy, and its physicians were sel- 
dom able to attend even local medical meetings. The rec- 
ord of the tuberculosis service in this connection since 
July, 1946, has been as follows: 435 physicians have 
been sent to medical meetings of national importance and 
either presented papers or had some important commit- 
tee assignment in each instance; the number of these 
increased rapidly, being 90 in 1947 and 160 in 1949; 
130 papers on tuberculosis or some related medical sub- 
ject have been published in journals of national impor- 
tance; 14 medical exhibits have been built and displayed 
at 18 national, 4 state, and | international medical meet- 
ing—at least three of these exhibits took a first prize. 
This record suggests a rather high degree of professional, 
overtime activity on the part of a large number of the 600 
physicians who are regularly charged with the care of our 
tuberculous veterans. 


AUTOPSY RECORD 

Another commonly accepted index of professional 
interest is the percentage of autopsies obtained by a hos- 
pital staff. It also is some indication of the faith of the 
family and, therefore, of the patient in the competence 
and personal interest of the staff. In 1946 the percentage 
of autopsies in our 14 tuberculosis hospitals averaged 27. 
This was not an exceptionally low rate for any tubercu- 
losis hospital in this country, for the family of a patient 
dying in a tuberculosis hospital always knows the cause 
of death, no matter how grave is the doubt or how great 
the interest of the physician, who must obtain permission 
for autopsy in a Ceterans Administration hospital as he 
must in any nonfederal hospital. The location of Vet- 
erans Administration tuberculosis hospitals and the great 
distances from the hospital to the deceased's family also 
make it more difficult to obtain a high percentage. It's, 
therefore, a source of some pride that we have obse 
the incidence of autopsies rise steadily from 27% in 1946 
to 62% in 1950. 
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RESEARCH 

It may be indicative of the new spirit of freedom in the 
Department of Medicine and Surgery that I am unable to 
report on all the research in our hospitals. Experimental 
approaches to unsolved problems have been made by 
the central x-ray storage division, the nursing service, 
the dietetic service, the physical medicine division, the 
safety engineer, the library, and the chaplaincy services 
among others. 

If one may judge from the publications in medical 
journals, the most stimulating effort has been produced 
by our cooperative chemotherapeutic studies, which 
started with streptomycin and have, since then, been ex- 
tended to many other drugs. This investigation began 
very modestly in May, 1946, with one Army, one Navy, 
and five Veterans Administration hospitals. It was later 
broadened to include two county and an additional 40 
Veterans Administration hospitals. The spirit of coopera- 
tion that led individual investigators to surrender their 
initiative in order to achieve rapid answers to vital ques- 
tions by pooling their data on large numbers of cases was 
most impressive. Although this investigation was, of 
necessity, initiated by a group of persons in Washington, 
D. C., it has long since, in practice as well as in theory, 
been conducted by the investigators themselves, who 
have met at nine semiannual conferences on the chemo- 
therapy of tuberculosis. 

Any future effort to duplicate such a cooperative study 
should observe the principles and the details of this re- 
search work, the advantages and difficulties of which are 
well outlined in a paper delivered before the New York 
Academy of Sciences.' The results of the study may be 
found in annual reports of the Council of Pharmacy and 
Chemistry of the American Medical Association.* It 
welded the experience, the imagination, the thought and 
the other resources of federal and nonfederal groups into 
one cohesive whole and rendered its results promptly to 
the profession. At a time when a new drug was in criti- 
cally short supply, it prevented indiscriminate and politi- 
cal distribution to “panic” cases and gave convincing 
answers, in a shorter time than could otherwise have 
been obtained, on drug effects in a chronic, relapsing, 
unpredictable disease. Further, it allowed an equitable 
distribution between federal and nonfederal patients at a 
time when federal control through the Civilian Produc- 
tion Administration was still in existence. 

Experimental laboratories have been established in 
pathology at our hospital in Sunmount, N. Y., in bac- 
teriological methods at Chamblee, Ga., and in mycology 
at Oteen, N. C., among others, all under the direction of 
well-known leaders in their respective fields. Studies of 
pulmonary function are being conducted in too many 
hospitals to permit mention. Studies of the reproduction 
of x-ray films on a mass scale have been sufficiently suc- 
cessful so that we are now able to meet the demand from 
the profession for copies of originals from 50,000,000 
films filed in the record center at Philadelphia. The Vet- 
erans Administration nursing service initiated the experi- 
ments performed at the Phipps Institute in Philadelphia 
which proved that masks of their design and of materials 
now in use throughout the Veterans Administration gave 
95% protection to rabbits that were exposed to infection. 
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The brains of patients dying of tuberculous meningitis in 
our hospitals have been sent to the Armed Forces Insti- 
tute of Pathology and have resulted in a collection of un- 
precedented value for study. Similarly, our pathology 
committee has designated our hospitals at Sunmount and 
Staten Island, N. Y., as collection points for the examina- 
tion of lobes and entire lungs removed surgically from 
patients who have and from those who have not received 
prior treatment with streptomycin. 

A committee of consultants is now advising us on a 
study of germicidal lamps in the attempt to settle the 
question of their usefulness in preventing air-borne infec- 
tion in human tuberculosis. Another such consulting 
committee planned and oversaw a study performed by 
the Neuropsychiatric Division in our Sunmount Hospital 
on the emotional background of tuberculous patients. 
This study clearly demonstrated that a competent psy- 
chological and psychiatric study can change the accepted 
medical indications for various methods of treatment in 
individual cases. Another committee, this time from our 
own group, has inspected the tuberculosis services in sev- 
eral of our psychiatric hospitals in an effort to raise mini- 
mal standards and improve the lot of this unfortunate 
group; we are already providing thoracic surgery for a 
number of patients on these services and hope to extend 
the practice if our conviction of its success grows. 


PATIENT CARE 

I know no way of measuring with great precision the 
results or improvement of patient care in the field of 
tuberculosis. Every person in the hospital, including the 
volunteer workers who generously donate their time, 
plays some part in it. Formerly, we obtained supervision 
and reports of our hospitals only through the medium of 
newspaper reporters and the service organizations. The 
Department of Medicine and Surgery now has a system 
of consultants and section chiefs in each of our six geo- 
graphical areas who are appointed by the Central Office 
Board of Chief Consultants. Our chief consultant in the 
central office has been Dr. Esmond R. Long of the Phipps 
Institute in Philadelphia. These men of experience and 
prominence in their field visit and report to us on each 
hospital at least once each year. They are in agreement 
that marked improvement has taken place in our care 
of the tuberculous veterans, though they, with us, agree 
that much remains to be done. 

Perhaps one crude measurement of our hospital per- 
formance is the increase in autopsies performed, to which 
reference has already been made. Another index may be 
the increased use of thoracic surgery. In the year 1939, 
when no World War II veterans were hospitalized, 
12.8% of 9,200 patients discharged with pulmonary 
tuberculosis had undergone some form of collapse or 
thoracic surgery. In the fiscal year 1949, the figure had 


1. Walker, A. M., and Barnwell, J. B.: Clinical Evaluation of Chemo- 
therapeutic Drugs in Tuberculosis, Ann. New York Acad. Sc. 52: 742, 
1949. 

2. The Effects of Streptomycin on Tuberculosis in Man: Preliminary 
Report, report of the Council on Pharmacy and Chemistry, J. A. M. A. 
135: 634 (Nov. 8) 1947. Streptomycin in the Treatment of Tuberculosis: 
Current Status, report of the Council on Pharmacy and Chemistry, J. A. 
M. A. 138: 584 (Oct. 23) 1948. Current Status of the Chemotherapy of 
Tuberculosis in Man: A Summary Report, report of the Council on 
Pharmacy and Chemistry, J. A. M. A. 142:650 (March 4) 1950. 
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increased to 28.4% of 20,532 patients; the difference is 
even more striking when one notes that of the compara- 
tively youthful (average age 29 years) veterans of World 
War II, 37.1% had thoracic surgical procedures per- 
formed in 1949. 

Another crude measurement of improved care is the 
decreasing fatality rate, a trend that, however, appears 
to be nationwide and is certainly not confined to Vet- 
erans Administration hospitals. During the past four 
years the ratio of deaths per 1,000 occupied beds in our 
tuberculosis hospitals has decreased by approximately 
one-third (from 227.3 in 1946 to 153.7 in 1949). 

It would be difficult to demonstrate, statistically, that 
our increasing attempts in rehabilitation had improved 
our results, but we are strongly inclined to believe that 
this is the case. Certainly, these attempts increase the 
patients’ incentive to get well, and we know that more 
patients are discharged from our hospitals with straight 
spines after thoracoplasties than was previously the case. 
The percentage of patients who refuse to undergo thor- 
acic surgery has definitely decreased. Over an earlier and 
extended period of time, one of our hospitals reported 
that 40° refused surgery, while such refusal is now an 
unusual occurrence. 

TUBERCULOSIS CONTROL SECTION 

Under this section of our service we have combined 
three operations, which have been somewhat slow in 
developing because of the large number of patients and 
the legal impediments involved. 

The follow-up program was the first to be established 
and is now functioning as well as can be expected. Its 
effectiveness largely depends on the establishment of a 
case register system, which has now been completed and 
is current, with 50,000 records filed in central office. It 
is, however, only now being decentralized to the 71 re- 
gional offices, which are responsible for outpatient care. 

rhe case finding program was commenced in the sum- 
mer of 1945 and is now fully established. In the last three 
months of 1949, we took 180,000 routine roentgeno- 
grams, and in the first quarter of 1950, 200,000 roent- 
genograms of employees and patients were taken. We 
have found an incidence of 0.7% of new cases in inpa- 
tients, an average of 0.6% new cases in outpatients, and 
of 0.1% in personnel. These figures do not differ 
markedly from those in other studies which have been 
reported. 

LEGISLATIVE AND ADMINISTRATIVE CHANGES 

At one time, veterans without “authorized” depend- 
ents could not receive compensation during hospitaliza- 
tion. It was thought by some that this limitation induced 
veterans to refuse or discontinue hospitalization. This 
inequity has now been removed by Congress, but, the 
effect on prolonging hospitalization is not yet known. 

Certain automatic extensions of compensation after 
“arrest” were allowed cases of pulmonary disease but 
were denied cases of extrapulmonary disease. This in- 
equality is in process of* correction. Compensation may 
now be extended throughout a patient’s period of reha- 
bilitation if he continues under a program outlined by his 
physician. The patient's condition and the program must 
be certified by his physician at least every six months. 
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The function of vocational counseling and guidance 
had been performed in our hospitals by the vocational 
rehabilitation and education department but had only 
been extended to service-connected veterans. Its usefyl- 
ness became so clearly a part of professional treatment 
and so valuable in shortening disability and in the return 
of the patient to a productive life, that the function has 
been taken over by the Department of Medicine and Sur. 
gery, with the aim of providing it for all patients without 
regard to service connection. 


SUMMARY AND CONCLUSIONS 

Since the end of World War II, the Veterans Admin- 
istration has doubled the number of beds and quadrupled 
the number of physicians caring for patients with tuber- 
culosis. The load, however, is still increasing. Congress 
has continued to lengthen the period of presumption for 
service connection since World War I, so that the peak 
cannot be predicted with accuracy. In other respects, 
World War I experience is not being repeated because, 
among other things, of the large case finding program 
covering over 800,000 persons a year and of the fact 
that tuberculosis today is attacking older groups rather 
than the younger groups as in World War I days. 

A widespread research program on chemotherapy has 
been carried out in cooperation with the Army, Navy, 
and civilian groups. Training opportunities have been 
offered to all classes of workers in the hospitals; 248 phy- 
sicians have taken advantage of courses outside the Vet- 
erans Administration, 435 physicians have actively taken 
part in national medical meetings, and 130 papers have 
been published. The average percentage of autopsies in 
all Veterans Administration tuberculosis hospitals has 
risen from 27 to 62. 

The major problems remaining are (1) the isolated 
location of hospitals, (2) the rareness with which interest 
is displayed by medical schools, (3) the difficulty of 
fitting the training resources of tuberculosis specialty 
hospitals into the official requirements for approval, and 
(4) the scarcity of trained personnel of all categories. 


Military Medicine.—Medicine, the healing art, and war the de- 
stroyer go hand-in-hand. Military medicine represents 
one of the oldest arts, dating back to the beginning of history. 
. . . The earliest known writings by a physician, about 3000 
B. C., were based on that practitioner's experiences with the 
ancient Egyptian armies. . . We read of the early physician 
riding in war chariots and advising the charioteers as to methods 
of protecting his own body while inflicting damage on the 
enemy. . . . Much later the physician was called on to treat 
sickness in camp and on the march, which was provided, largely, 
to speed the armies by curing the ailing who impeded advance. 

From the date that the military physician became interested 
in matters other than wounds, he became a member of the 
combat team. He provided more soldiers for the commander 
by keeping a higher percentage of troops combat-ready | 
keeping non-effectives out of battle areas. These early beginnings 
pointed the way to modern military medicine, which consists 
essentially of selection of the most fit, preventive medicine, saat 
tation, developing the best personal equipment, caring for the 
sick and wounded and hastening final rehabilitation and returm 
to military effectiveness —Edward J. Kendricks, Brigadier Get 
eral, M. C., U. S. Air Force, the Kober Lecture, The Bulletin 
of the Georgetown University Medical Center, April and May, 
1951. 
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CARDIOVASCULAR COMPLICATIONS OF TETRAETHYLTHIURAMDISULFIDE 
(ANTABUSE’) TREATMENT OF ALCOHOLISM 


Edward A. Macklin, M.D., Maurice Sokolow, M.D., Alexander Simon, M.D., 


and 


William Schottstaedt, M.D., San Francisco 


Recent reports on tetraethylthiuramdisulfide (anta- 
buse’) therapy of alcoholism have stressed the fact that 
the presence of myocardial failure or coronary disease ! 
should make the physician hesitate before instituting this 
type of therapy; yet only one of these reports ** de- 
scribes any severe cardiac effects that may be encoun- 
tered. It is generally stated or implied that during a 
tetraethy thiuramdisulfide-alcohol reaction there is an 
increased cardiac output and therefore an increase in 


cardiac work." but that “there is no serious risk of too 


heavy a load on the heart.” * It was recognized early that 
after the initial rise in pulse rate to 120-140 that is asso- 
ciated with a fairly stable blood pressure there might be 
xSYSTOLIC 
aDIASTOLIC 
PULSE 
120 - —RESPIRATION 
100 - 
80 + 
60 - 
40 - 
o 15 30 45 60 75 80 
TIME IN MINUTES 
| 
DRINK GIVEN 
Fig. 1 —H)potension occurring in E. F., 43-year-old man, 15 to 30 min 
after taking a wWlic drink, 


a considerable fall in blood pressure occurring from 30 
to 60 minutes after ingestion of alcohol in a patient re- 
ceiving tetraethylthiuramdisulfide,* although fully devel- 
oped collapse was never seen. Electrocardiographic 
changes have been reported, though they were felt to 
be a normal part of the reaction and probably not dan- 
gerous.* 

Because of the variance of opinion, it was thought 
advisable to study the problem further, and it is the 
Purpose of this paper to report observations on cardio- 
vascular complications occurring during the course of 
tetraethylthiuramdisulfide treatment of alcoholism. 


METHOD AND MATERIAL 
Between May, 1949, and May, 1950, 82 problem 
drinkers Were started on tetraethylthiuramdisulfide 
medication. The age range of the group was 25 to 67 
years, with a median age of 41. All these patients had 


undergone extensive examination with particular em- 
phasis on the cardiovascular system to eliminate the 
possibility of physical disease. Medication with the drug 
was started routinely, with doses decreasing from 1 gm. 
the first day to provide a total dosage of 4 gm. in the first 
five days. On the fifth day the first alcohol trial was made 
with 0.5 ml. of 90 proof whisky per kilogram of body 
weight (32 ml. for 64 kg., or 141 Ib.).° Fifty-five of the 
82 patients had electrocardiograms made during the 
alcohol trials. Records of blood pressure, pulse and 
respiratory changes occurring during the reaction were 
made for all patients. 
OBSERVATIONS 

Sixteen of the 82 patients showed a fall in diastolic 
blood pressure to less than 50 mm. Hg. during the routine 
alcohol trials, and three of these displayed significant 
electrocardiographic changes. Two of the 16 patients 
showed electrocardiographic changes suggesting myo- 
cardial ischemia, and one showed a shifting sinus and 
nodal rhythm with short periods when no P waves were 
evident on the tracing. One patient in the series had 
a myocardial infarction after ingestion of a bottle of ale 
while outside the hospital. 

Of the 16 patients who showed a fall in diastolic pres- 
sure to less than 50 mm. Hg., 12 complained of dyspnea, 
and four did not. One of the four, however, noted a feel- 
ing of “tightness” in the throat and showed electrocardio- 
graphic evidence of myocardial ischemia. Only three of 
the group had actual pain in the chest, though severa! 
had varying degrees of chest discomfort. 

A fairly typical record from this group of 16 patients 
is presented in fig. 1. The patient had received 34 ml. of 
whisky (0.5 ml. per kilogram of body weight) on his 
fifth day of tetraethylthiuramdisulfide therapy. His blood 


Tetraethylthiuramdisulfide (antabuse®) was supplied to us by Ayerst, 
McKenna, & Harrison, Ltd., New York 

Assisting in the treatment program outlined in this study were C. H 
Hine, M.D.; T. N. Burbridge, M.D.; Karl Hanson, M.D., and G. H 
Crook, Ph.D. 

From the Divisions of Medicine and Psychiatry, University of Cali- 
fornia School of Medicine, and The Langley Porter Clinic, State of Cali- 
fornia, Department of Mental Hygiene. 
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pressure before ingestion of alcohol was 140/80, and 
this rose slightly to 146/70 during the typical blush 
reaction that begins during the first 10 minutes. At this 
point it began to fall and reached a low of 68/36 at 30 
minutes. The patient said he had severe dyspnea and 
palpitation, dizziness, trouble in focusing his eyes, and 
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Fig. 2.—Blood pressure unobtainable tor 10 min. in B. P., 64-year-old 
woman, 30 min. after taking alcoholic drink 


“pain in my diaphragm.” The foot of his bed was ele- 
vated; an abdominal binder was applied, and oxygen 
inhalations were given. His blood pressure rose to 74/50 
and gradually returned toward normal, reaching 120/60 
two hours after ingestion of alcohol. 

A more serious reaction was experienced by Mrs. P. 
(fig. 2). After ingestion of 29 ml. of whisky her blood 
pressure, which initially was 130/80, began to fall almost 
at once, though slowly at first. The blood pressure 
reached 60/0 at 30 minutes and was then unobtainable 
for 10 minutes, after which it was read as 45/35 with a 
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Fig. 3.—Distinct hypotension, occurring 30 min. after consuming alco- 
hol, treated with ephedrine sulfate intravenously, in A. M., 40-year-old 
woman. 


pulse rate of 60. Return of the blood pressure to 94/66 
required two and one-half hours. During this time the 
patient slept quietly. Another of the serious reactions 
was that of Mrs. A. M. (fig. 3). She was given a dose of 
25 ml. of whisky. Her initial blood pressure was 152/90; 
it fell slowly during the first 20 minutes and then dropped 
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precipitously to 30/0 with a pulse rate of 64 at 30 
minutes. During this 10-minute period the patient com- 
plained of mild dyspnea, palpitation, and blurred vision, 
With the peak of reaction she xperienced a sensation of 
“blacking out,” followed snortly by nausea, retching, and 
a convulsion. Since it was thought that the convulsion 
might have been caused by cerebral anoxia incident to 
her low blood pressure, 50 mg. of ephedrine sulfate was 
given intravenously, and prompt and distinct improve- 
ment in blood pressure and abatement of symptoms 
resulted. 

Of the 16 patients, four were given 50 mg. of ephedrine 
sulfate intravenously, and three received oxygen inhala- 
tions; one received both, and two were given sodium 
ascorbate, 100 mg. intravenously. The remaining 10 
received no therapy except bed rest until the reactions 
had disappeared. Ephedrine has regularly raised the 
blood pressure rapidly and is felt to be the most effective 
treatment for hypotension. It should be mentioned that 
secondary falls in blood pressure occurred after the 
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Fig. 4.—Maximum hypotensive effect in E. C., 43-year-old man, 22 min. 
after taking alcohol. 


reaction appeared to be subsiding; therefore, patients 
should be watched carefully until they are clearly out of 
danger—for at least two hours. 

Almost routinely in those patients who had electro- 
cardiograms made flattening of T waves was noted at the 
height of the tetraethylthiuramdisulfide-alcohol reaction. 
Four of the patients showed significant electrocardio- 
graphic alterations. One such alteration was in a patient 
who showed no symptoms save a blush and a mild sensa- 
tion of warmth. His blood pressure remained at its initial 
level; however, his electrocardiogram showed frequent 
ventricular premature beats. 

Another type of arrhythmia was noted in Mr. C. He 
was given 30 ml. of whisky, and his blood pressure fell 
from an initial 124/80 to 55/40 at 25 minutes. He said 
that he had moderate dyspnea and palpitation, drowsl- 
ness, nausea, and fear. His electrocardiogram showed 
shifting sinus and nodal rhythm with periods during 
which P waves were absent. Records of his blood pres- 
sure readings and the electrocardiogram are shown 
(figs. 4 and 5). 

Two patients showed electrocardiographic changes 
suggesting myocardial ischemia. The first of these was 
Dr. H., who had had a careful cardiovascular study 
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before tetraethylthiuramdisulfide therapy was begun 
because his preliminary electrocardiogram was inter- 
preted as borderline, suggesting left ventricular hyper- 
trophy. Clinical examination and chest x-rays showed 
no cardiac enlargement, and his blood pressure was 
120 80. He was a physician 38 years old with no history 
of hypertension or cardiac disease. After being given 43 
ml. of whisky his blood pressure changed from 120/80 
to 120 40 at 20 minutes, and the diastolic pressure did 
not begin to rise for another 20 minutes. The systolic 
pressure remained 120 throughout, and his symptoms 
were mild, the only unusual one being a sense of “tight- 
ness” in his throat that, however, caused him little 
discomfort. Electrocardiograms (fig. 6) taken before 
ingestion of alcohol and 30 minutes after showed an S-T 
depression in leads 1 and V,, inversion of the T wave 
in lead 2, and increased depth of T waves in leads 3 and 
av 
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The other patient displaying electrocardiographic 
evidence suggesting myocardial ischemia was a woman 
40 years old, who also had a normal cardiovascular sys- 
tem so far as could be ascertained clinically prior to 
tetraethylthiuramdisulfide therapy. Twenty minutes after 
ingestion of alcohol her electrocardiogram showed slight 
S-T depression (fig. 7) that had returned toward normal 
in a record taken at one hour. During this time she had 
remained at bed rest with no discomfort except for a 
feeling of warmth associated with a typical blush 
reaction. One hour and 15 minutes after alcohol was 
taken she said she had a feeling of weakness and thought 
she would probably feel dizzy if she attempted to sit up. 
Her blood pressure was 70/30, and an electrocardio- 
gram taken at this time showed S-T depression and T 
Wave changes suggesting coronary insufficiency. She was 
given 50 mg. of ephedrine intravenously and recovered 
fairly promptly. It was deemed advisable to discontinue 
further tetraethylthiuramdisulfide therapy in both these 
patients. 


In one patient a definite myocardial infarction 
occurred, 
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REPORT OF CASE 


A 45 year old white man, an installer of telephone equipment, 
had used alcoholic beverages to excess intermittently for 10 years 
and stated that his drinking “got out of control” in 1943. He 
lost time from his jobs, and he had been arrested several times 
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Fig. 6.—Changes, occurring 30 min. after taking alcoholic drink, sug- 
gesting myocardial ischemia in A. M., a 40-year-old woman. 


Fig. 7.—Changes at 20 min. and again at 1 hr. and 26 mir. in A. M. 
Suggest myocardial ischemia but could possibly be ca:sed tv the rapid 
ventricular rate. 
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for drunkenness after 1946. He was admitted to the psychiatric 
division for study and treatment on Sept. 21, 1949. Prior to 
tetraethylthiuramdisulfide medication, as well as after the subse- 
quent coronary accident, no history of previous cardiac symp- 
toms could be elicited. He had been active as a lineman, climbing 
telephone poles until 1947. Irregular work during 1948 and 
1949 had been of a more sedentary type, but he was able to 
walk long distances in a hilly city without experiencing dyspnea, 
palpitation, or cardiorespiratory distress of any sort. A routine 
electrocardiogram (fig. 8) taken prior to treatment was within 
normal limits, and an x-ray of the chest demonstrated no abnor- 
mality of the heart or great vessels. Physical examination of the 
heart, peripheral vessels, and vessels in the optic fundi showed 
a normal cardiovascular system. 

Fetraethylthiuramdisulfide medication was started on Oct. 8, 
1949, and on Oct. 12, after having received a total of 4 gm., 
the patient was given his first test dose of alcohol (32 ml. of 
90 proof whisky). Reaction to this test started four minutes after 
ingestion of the alcohol with distinct feeling of heat in the face, 
blushing, and conjunctival injection. These symptoms reached 
their maximum in 17 minutes. Dyspnea and palpitations began 
in five minutes and reached a peak in 30 minutes. Sixteen min- 
utes after the drink the patient said he had a feeling “like a 
weight on my chest.” A maximum pulse rate of 100 was reached 


———— 


Fig. &—C. B., 48-year-old man; A, record within normal limits prior 
to tetraethyithiuramdisulfide therapy; atypical record during acute 
tetracthyithiuramdisulfide-alcohol reaction; C, record demonstrating antero- 
septal myocardial infarction four days after acute reaction; D, FE, and F, 
serial records showing evolution of myocardial infarction. 


25 minutes after the drink. Headache, nausea, and sleepiness 
were pronounced. All symptoms subsided, and he felt perfectly 
well one and one-half hours after the test dose of alcohol. On 
the following day he was discharged. from the hospital and 
instructed to take a dose of 0.5 gm. of tetraethylthiuramdisulfide 
daily. He was warned of the dangers of drinking alcohol while 
taking the drug and advised to return to the clinic one week later 
for a second alcohol test. 

On Oct. 17, five days later, the patient was hot and tired and 
later stated that he thought “just one bottle of ale shouldn't 
hurt.” He drank approximately nine ounces of the ale (5.7 per 
cent alcohol), which is equivalent to 34 ml. of 90 proof whisky, 
before a reaction started with feelings of heat, dyspnea, and 
palpitation. Realizing that he would probably feel worse, he 
started toward home. In the course of the three blocks that he 
walked he had to sit down and rest four times because of respira- 
tory distress. He finally felt so ill that he hailed a taxi and was 
driven to the hospital, arriving about one hour after taking the 
drink. On admission he was somewhat confused and afraid that 
he was going to die. He was very pale, his blood pressure was 
64/40, his pulse rate was 72, and his respiratory rate was in- 


6. Hine, C. H.; Anderson, H. H.; Macklin, E. A.; Burbridge, T. WN.; 
Simon, A., and Bowman, K. M.: Some Observations on the Effects of 
Small Doses of Alcohol in Patients Receiving Tetraethylthiuramdisulphide 
(Antabuse), abstracted, J. Pharmacol. & Exper. Therap. 98: 13, 1950. 
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creased. Heart sounds were distant but regular, and there were 
inspiratory basal rales. He was put to bed, the foot of the bed 
elevated, carbogen (oxygen 95 per cent, carbon dioxide 5 per cent) 
was administered intermittently, and 5 gm. of caffeine sodium 
benzoate was given intramuscularly. His blood pressure rose in 
20 minutes to 76/50, then fell to 58/40 seven minutes later, 
Nikethamide 1.5 ml. was administered intramuscularly, and car- 
bogen was continued. An electrocardiogram taken 37 minutes 
after admission showed an abnormal record of no characteristic 
pattern (fig. 8). Forty-five minutes after admission the patient's 
blood pressure was 84/50, pulse rate 80, and respirations 22, 
He said he had a sharp pain in the midchest on inspiration. A 
blood specimen taken one hour after admission showed the 
presence of 8 mg. of alcohol and 1,125 ¥ of acetaldehyde per 
cubic centimeter. The alcohol concentration was within usual 
limits after a single drink, but the acetaldehyde was high, since 
usually the level would have returned to 100-400 4 for patients 
on tetraethylthiuramdisulfide treatment in this time after 
drinking alcohol.* One-half hour after admission he was com- 
fortable except for feeling cold; his blood pressure was 76/64; 
his pulse rate 62, and respirations 28. Two and one-half hours 
after admission his blood pressure was 94/68; pulse rate 64, and 
respirations 28. He then slept for two hours, and on awakening 
he felt quite well and was able to eat. 

The following morning, Oct. 18, the patient felt perfectly well, 
his blood pressure was 112/70, and he was discharged from the 
psychiatric division. He rested for the next two days and on 
Oct. 20 began looking for a job. He then began to notice pre- 
cordial pain that radiated to the left axilla on exertion. The 
next day he could walk no farther than half a block without 
having to stop because of this pain, and he contacted the hos- 
pital for advice. He was examined in the outpatient department, 
where an electrocardiogram was taken, and he was then immedi- 
ately hospitalized. 

On admission, Oct. 21, he had no discomfort while at rest 
but gave a history of precordial and substernal pain induced by 
effort and relieved in a few minutes by rest. Physical exami- 
nation was entirely negative; the blood pressure was | 10/68. 
The electrocardiogram (fig. 8) showed changes typical of recent 
anteroseptal myocardial infarction. 

The course of the patient in the hospital was completely 
uneventful; he had neither further pain nor dyspnea. No signs 
of cardiac failure appeared; nor did a gallop rhythm, pulsus 
alternans, or fall in blood pressure develop. He was kept at 
absolute bed rest for four weeks and then gradually ambulated 
without recurrence of anginal pain. Several electrocardiograms 
showed the typical evolution of an anteroseptal myocardial 
infarction. 

When last seen, four months after his cardiovascular “acci- 
dent” he said he had only rare chest pain on exertion. However, 
he had started drinking again and was advised to reenter the 
state hospital. 

COMMENT 


It is well known that aortic pressure is one of the 
significant hemodynamic factors influencing the coronary 
blood flow. Hypotension or shock from any cause (for 
example, after surgery or hemorrhage, or after use of 
drugs, anesthetics, tetraethylthiuramdisulfide, and the 
like) has been observed to result in myocardial infare- 
tion. This occurrence may be expected to be more fre- 
quent in older patients or those with known coronary 
artery disease when subjected to episodes of hypotension. 
Since it is not possible to predict in which patients 
coronary insufficiency will develop during an tetra 
ethylthiuramdisulfide-alcohol trial, it is of the utmost 
importance to conduct such trials only under the most 
favorable conditions and to have facilities for emergency 
treatment available. Routine electrocardiographic studies 
during the tetraethylthiuramdisulfide-alcohol trial are 
recommended so that patients in whom coronary in- 
sufficiency develops will not be allowed unknowingly t0 
continue treatment hazardous to them. 
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SUMMARY 


Cardiovascular complications may occur during the 
course of tetraethylthiuramdisulfide (antabuse* ) therapy 
of alcoholic patients if alcohol is ingested. Of 82 patients 
treated. 16 were observed to have a distinct fall in blood 
pressure: in one the pulse and blood pressure was un- 
obtainable for 10 minutes, and a convulsion occurred in 
another whose blood pressure fell to 30/0. Two patients 
with cardiac arrhythmia and two with electrocardio- 
graphic evidence of myocardial ischemia were observed. 
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One patient had a myocardial infarction, and this case 
is reported in detail. All these complications were in 
relatively young persons, 38 to 45 years old, and all pa- 
tients had apparently normal cardiovascular systems 
prior to treatment. The importance of continued medical 
supervision of patients undergoing tetraethylthiuramdi- 
sulfide therapy and the possibility of a cardiovascular 
complication during a tetraethylthiuramdisulfide-alcohol 
reaction are stressed. 


Langley Porter Clinic. 


EFFECT OF CORTISONE ADMINISTERED ORALLY IN BRONCHIAL ASTHMA 


Sidney Friedlaender, M.D. 


Alex S. Friedlaender, M.D., Detroit 


The effectiveness of parenterally administered corti- 
sone and adrenocorticotropic hormone in the relief of 
the symptoms of bronchial asthma is now well recog- 
nized. although with increased usage a wide variation 
in individual response is apparent. In chronic asthma, 
symptoms usually recur promptly following withdrawal 
of the hormones. This necessitates prolonged therapy or 
repeated courses of these agents if improvement is to 
be sustained by this method. Whether such treatment 
renders any real service to the patient as far as the even- 
tual control of asthma is concerned, or whether it may, 
in fact. be detrimental to the person when the possible 
complications of prolonged or repeated therapy are con- 
sidered remains to be determined. At the present time, 
however, there is little question that both adrenocortico- 
tropic hormone and cortisone are powerful therapeutic 
Weapons in the alleviation, temporarily at least, of severe 
and exhausting symptoms of the asthmatic state. It is 
therefore gratifying to find that one of these hormones, 
cortisone. may be administered orally with the same 
therapeutic effectiveness obtained with the injectable 
materia 

METHOD OF STUDY 

The present report briefly covers experiences with 12 
Cases Of severe asthma, nine of which showed a favorable 
response to cortisone given orally. The patients selected 
for this study were having daily difficulty for a month or 
more and were responding poorly to the usual therapeu- 
tic agents at our disposal. In addition to routine physical 
examinations and laboratory studies, daily eosinophile 
counts, vital capacities, weights, and blood pressures 
Were recorded. Patients were placed on a low sodium 
diet and were given potassium acetate in the amount of 
3 gm. daily. Other symptomatic medicaments such as 
ephedrine. epinephrine, aminophylline, and iodides were 
continued as required during the period of cortisone 
therapy. The necessity for such medication was a helpful 
guide in the evaluation of the results of treatment. The 
material was administered in each case for a long enough 
Period to determine clinical effect, then maintained at 
the effective dosage level for several days, and gradually 
reduced and discontinued. In some cases a second course 
Was administered when symptoms recurred after success- 
ful control during the initial period of therapy. 


Cortisone was supplied for this study in the form of 
tablets, each containing 25 mg. of the hormone. The 
initial daily dosage, which in all subjects was 100 to 200 
mg., was divided into doses of 25 or 50 mg. and admin- 
istered at intervals of four, six, or eight hours. No definite 
advantage was found in the four hour schedule as com- 
pared to a six or eight hour interval between doses. Later 
in the course of therapy, when the total daily dose was 
reduced, the tablets were spaced as far apart as every 
12 hours and subsequently given once daily for several 
days before being discontinued. The medication was 
taken without relation to food intake, since no difference 
in effectiveness could be determined when taken before 
or after meals. 

RESULTS 

Clinical improvement occurred in nine of the 12 
patients treated orally with cortisone. Of those who 
responded favorably, the initial 24 hour dose of cortisone 
given orally was 100 mg. in one patient, 150 mg. in 
three, and 200 mg. in five. The onset of improvement 
following an initial dose of 25 mg. was reported at the 
end of two hours in one patient and after three hours in 
another. With an initial dose of 50 mg., four patients 
experienced improvement within the first six hours. 
Three other patients required 12 to 24 hours of therapy 
at four to eight hour intervals before a beneficial eflect 
on symptoms was apparent. In all those showing a favor- 
able response, improvement was pronounced at the end 
of the first 24 hours. The subjective improvement in 
each patient was corroborated by decided clearing of 
the physical signs in the chest and, in most instances, a 
substantial increase in vital capacity readings. 

The hormone was continued in each instance at the 
initial dosage level two to five days after clinical improve- 
ment was manifest, and it was then progressively reduced 
over a period of days to a dose of 25 mg. daily, at which 


From the Departments of Microbiology and Medicine, Wayne Univer- 
sity College of Medicine. 

The cortisone tablets (cortone®) were supplied for this study through 
Dr. J. M. Carlisle, Medical Director, Merck & Company, Inc. 
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tions on the Effect of Adrenocortico-Tropic Hormone (ACTH) in Allergic 
Diseases, Bull. Johns Hopkins Hosp. 85: 396 (Nov.) 1949. Randolph, 
T. G., and Rollins, J. P.: The Effect of Cortisone in Bronchial Asthma, 
J. Allergy 21: 288 (July) 1950. 
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level it was continued for a number of days. The total 
duration of treatment in these patients before cessation 
ranged from six to 18 days with an average of 12 days 
of therapy for the group. Recurrence of symptoms 
occurred promptly in most instances when the drug was 
reduced or discontinued. In four patients, asthma re- 
curred when the dose had been reduced to 50 mg. for 
a 24 hour period. Five other patients in whom the dose 
was reduced to 25 mg. daily and continued two to 10 
days before complete discontinuation experienced no 
recurrence until the medication was completely with- 
drawn. In these patients a free period without asthmatic 
symptoms lasted one to three days except in one patient 
who was free of asthma for 11 days. Three patients 
received a second course and responded favorably in 
almost exactly the same manner as noted during the 
initial therapy, relapsing again after withdrawal. Because 
of the limited amount of material available to us, no at- 
tempt was made to determine whether it is possible to 
maintain a patient symptom-free on a small amount of 
the oral preparation over a long period of time. 

Of the three patients who failed to respond favorably, 
one received 200 mg. daily for five days and 300 mg. 
for two additional days without appreciable improve- 
ment. The dose was gradually reduced to 25 mg. over 
the next six days and then discontinued. A second patient 
received 200 mg. daily for four days without help and 
thereafter was placed on adrenocorticotropic hormone 
at six hour intervals with only moderate therapeutic 
response. The third subject received 200 mg. daily for 
four days without benefit, and the material was grad- 
ually reduced and discontinued. 

The eosinophile response following oral administra- 
tion of cortisone was comparable to that observed with 
cortisone given parenterally, and with adrenocortico- 
tropic hormone.* Serial studies, which were carried out 
at hourly intervals in a number of patients after a single 
oral dose of 50 mg., showed a reduction in these cells at 
four hours of approximately 50%. At the end of 24 hours 
of therapy, the eosinophile level in most cases was dis- 
tinctly reduced. 

A tendency to retain fluid as detected by rapid gain 
in weight was noted in several instances after three or 
four days of therapy at the initial dosage level, but since 
the amount of hormone was progressively reduced after 
this period in all instances, it was not allowed to become 
a serious problem. Other severe metabolic or hormonal 
side effects were not encountered during the relatively 
short periods of administration at the dosage levels out- 
lined above. Mild gastrointestinal distress from the drug 
was mentioned by two patients. One complained of gas 
and belching for several hours after each dose, while 
the second reported mild nausea during the course of 
therapy, which disappeared after the hormone was dis- 
continued. No other complaints were recorded in the 
remaining patients, and in most instances a feeling of 
extreme well-being and increased appetite were noted 
during therapy. 

COMMENT 

On the basis of our experiences in asthma with both 
the parenteral and oral forms of cortisone, the dosage 
ratio between the oral material and the preparation for 
intramuscular injection is approximately equal. The 


‘ 


J.A.M.A., Aug. 11, 195] 


onset of clinical improvement appears to be more rapid 
with the oral material than with the saline suspension 
given intramuscularly. This rapid clinical effect together 
with the pronounced influence on circulating eosino- 
philes indicates rapid and fairly complete absorption 
from the gastrointestinal tract. 

While cortisone administered orally is more con- 
venient and acceptable to the patient, the very ease of 
administration renders this form of therapy subject to 
greater abuse. Constant supervision and careful observa- 
tion of the patient is necessary during the administration 
of the hormone so that one may promptly detect and 
correct metabolic and hormonal side effects. Another 
serious factor to be considered in cortisone and adreno- 
corticotropic hormone therapy is the tendency to pre- 
cipitate psychic disturbances. Lowered resistance to 
infection has been shown by recent experiments to 
occur during cortisone or adrenocorticotropic hormone 
therapy. In the light of our present limited knowledge 
regarding the effects of these hormones on immune 
responses, their use in bronchial asthma should, in our 
opinion, be restricted to those periods of extreme stress 
when other proved symptomatic measures are ineffective 
The availability of these hormonal agents does not elimi- 
nate the necessity for careful examination and immu- 
nologic study of each patient with asthma, with a view 
towards determination and control of specific allergic 
sensitizations, as well as any nonspecific factor that may 
be contributing to the persistence of symptoms. 


SUMMARY 

Cortisone was administered orally in 12 cases of 
severe bronchial asthma, with a good therapeutic re- 
sponse occurring in nine patients during the first 24 
hours of therapy. An average daily dosage of 150 to 200 
mg. divided into 25 or 50 mg. doses at four to eight hour 
intervals produced an effect comparable to that obtained 
with an equivalent amount of the saline suspension of 
cortisone administered intramuscularly. The onset of 
improvement occurred more rapidly with the oral prep- 
aration, sometimes within two to six hours of the initial 
dose. Relapse in symptoms occurred in all cases within 
a few days after cessation of the hormone. 

905 Kales Bldg., 76 W. Adams Ave. 

2. Randolph, T. G.: Differentiation and Enumeration of Eosinophiles 


in the Counting Chamber with a Glycol Stain: A Valuable Technique in 
Appraising ACTH Dosage, J. Lab. & Clin. Med. 34: 1696, 1949. 


The Physician’s Responsibility —Our primary obligation is t 
the patient. Our obligation to the profession has significance 
only as it is a means of serving the patient. Our first obligation 
to the patient is that of giving him our time and our undivided 
attention. We must take the time to understand the complete 
picture of his condition, and to explain to him the causes of his 
symptoms and the reasons for the proposed treatment. We are 
not magicians, we are physicians; and our patients—except the 
very youngest of them—are people capable of understanding 
the general nature of their condition and of the treatment we 
propose. To surround our practice with an aura of mystery 1s 4 
technic that belongs to the cults.—A. M. Phillips, M.D., The 
Physician’s Responsibility, Journal of the Medical Association 
of Georgia, April, 1951. 
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USE OF PIPEROXAN AND REGITINE® AS ROUTINE TESTS IN PATIENTS 
WITH HYPERTENSION 


J.R.Emlet, M.D., K.S. Grimson, M.D., D. M. Bell, M.D. 


and 


E. §. Orgain, M.D., Durham, N. C. 


It is generally recognized that persistent elevation of 
blood pressure and symptoms of ordinary hypertensive 
vascular disease or essential hypertension occasionally 
can be caused by secretion of epinephrine from a pheo- 
chromocytoma or a paraganglioma. There can exist 
associated hypertensive retinitis and cardiac or renal ab- 
normality. This, type of hypertension often is not recog- 
nized as different from the usual variety of unknown 
etiology. Discovery of the tumor is imperative since re- 
moval will effect cure. Therefore, each patient with hy- 
pertension should be tested for circulating epinephrine. 

Goldenberg, Snyder, and Aranow ' introduced the use 
of the adrenolytic drug 2-(1-piperidylmethyl )-1, 4-ben- 
zodioxan ( piperoxan, 933F, or benodaine* ) ,* which usu- 
ally causes a characteristic reduction of blood pressure 
in patients with pheochromocytoma. Grimson and asso- 
ciates ° used the adrenolytic and sympatholytic drug 
2-(N-p-tolyl-N-[m-hydroxypheny] ]-aminomethy] ) -imi- 
dazoline hydrochloride (C-7337, or regitine*)* before 
and during operation for pheochromocytoma. This study 
was undertaken to compare effects of these two adreno- 
lytic drugs in patients with ordinary hypertensive vas- 
cular disease, in patients with hypertension caused by 
pheochromocytoma and in patients with uremia. Omitted 
from the report will be the effects of the intravenous use 
of 0.025 mg. of histamine,’ or of 200 mg. of tetra- 
ethylammonium (etamon*).° These tests are usually in- 
dicated for patients with recognizable and classical symp- 
toms of pheochromocytoma having normal blood 
pressure between occasional episodes of headache, tachy- 
cardia, and elevated pressure. The tests provoke charac- 
teristic paroxysms of hypertension. 

The currently recommended test dose of piperoxan 
for hypertensive patients is 0.25 mg. for each kilogram 
of body weight, and the drug is given intravenously. For 
convenience a constant amount of 15 mg. for each adult 
patient has been adopted as the intravenous test dose for 
this study. As experience with regitine* has increased 
since the first report of Longino and associates,’ its test 
dose has been standardized at 5 mg. for each patient. 
(The use of 10 mg. of regitine® was also tested but is not 
reported, since 5 mg. is sufficient in patients with pheo- 
chromocytoma and 10 mg. reduces the blood pressure of 
hypertensive patients; the average reduction is 10 mm. 
of mercury systolic and 8 mm. diastolic.) Although 
regitine® is employed successfully by intravenous admin- 
istration, the intramuscular route is more convenient and 
has been used during these studies. 

Three groups of patients were given 15 mg. of piper- 
oxan intravenously and on another occasion 5 mg. of 
regitine* intramuscularly. Tests were performed alter- 
nately, using one or the other drug first, at intervals of an 
hour to several days. One group consisted of patients with 
various stages of hypertensive vascular disease and with- 


Drastolic 


out pheochromocytoma, as judged by examination and 
subsequent observation. A second group consisted of pa- 
tients with hypertension caused by pheochromocytoma 
and successfully treated by operation. The third group 
consisted of patients with hypertensive vascular disease 
and uremia. 


TESTS IN PATIENTS WITH HYPERTENSIVE 
VASCULAR DISEASE 

Sixty-two patients with persistent hypertensive vascu- 
lar disease without uremia, and, as judged by examina- 
tion and the subsequent course, without pheochromo- 
cytoma were tested with piperoxan and regitine.* The 
average of blood pressure readings for each of the 62 
patients, taken at one minute intervals before and after 
intravenous injection of piperoxan and before and after 
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Fig. 1.—The average change of blood pressure (in millimeters of mer- 


cury, in this and subsequent illustrations) of 62 hypertensive patients re- 
ceiving benodaine® was a marked increase. The average change of the 
Same patients receiving regitine® was a slight decrease. 


intramuscular injection of regitine,* is graphed in Fig- 
ure 1. The increase in pressure with the use of piperoxan 
was from 189 mm. of mercury systolic and 115 diastolic 


From the Departments of Surgery and Medicine, Duke University 


School of Medicine. 


This study was aided by a research grant-in-aid from the National 
Heart Institute of the National Institutes of Health, grant from the United 


States Public Health Service. 
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just preceding injection to 206 mm. of mercury systolic 
and 123 diastolic four minutes after the start of injection. 
The average decrease with the use of regitine* was from 
188 mm. of mercury systolic and 118 diastolic preceding 
intramuscular injection to 182 mm. of mercury systolic 
and 113 diastolic 10 min. later. 


I ( es of blood pressure of four representative patients 
sel d from 62 pertensive patients tested are graphed individually. 
Marked variations of pressure occurred with the use of benodaine Less 


chan rred im the same patients with use of regitine 

Individual variations of response to piperoxan and to 
regitine’ are compared in Figure 2 by graphing the blood 
pressures of four representative patients after the admin- 
istration of piperoxan and after the administration of 
regitine.” Of the 62 patients receiving piperoxan, 12 had 
changes of blood pressure which resembled that of A. R. 
(slight depression or no change of pressure); 21 had 
changes which resembled A. C. (marked increase of 
systolic and diastolic pressure); six had changes which 
resembled M. B. (definite decrease of pressure for sev- 


eral minutes). and 23 had changes which resembled 


A 


Fig. 3.—Reduction of blood pressure of a patient with pheochromocy- 
toma lasted 20 min. after administration of benodaine® and four heurs 
after regitine.® After removal of the tumor pressure rose with the ad- 
ministration of benodaine® and decreased slightly with regitine.® 


M. C. (marked rise of systolic and moderate rise of dias- 
tolic pressure). The individual variations of response 
with the use of regitine* were not great, the changes of 
blood pressure for each of the 62 patients being similar 
to the four curves presented in Figure 2. 


&. Grimson, K. S.; Emilet, J. R., and Hamblen, E. C.: Diagnosis and 
Management of Tumors of the Adrenal Gland, to be published. 
‘ 
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Comparison of the incidence of symptoms described 
by patients during the test with piperoxan and the test 
with regitine® (Table) indicates that fewer patients de- 
scribe side effects with the use of regitine.” The occur- 
rence of tachycardia, headaches, flushing, or a feeling of 
warmth, and other symptoms, together with the frequent 
occurrence of marked increases of blood pressure, with 
the use of piperoxan led to anxiety on the part of the 
examiners and reluctance about using this test routinely, 
The tachycardia described by seven of these patients 
while they were receiving regitine* was a minor com- 
plaint, so examiners promptly accepted this test for 
routine use. 

TESTS IN PATIENTS WITH HYPERTENSION 
AND PHEOCHROMOCYTOMA 


In four hypertensive patients with pheochromocytoma 
piperoxan and regitine* were used as preoperative tests. 
Regitine* was given to each of the four in divided doses 
of as much as was needed to reduce blood pressure an 
hour or two before and during operation. To a fifth pa- 
tient regitine* was given only during operation. The 
pheochromocytoma had been recognized when a left ab- 
dominal retroperitoneal tumor was palpated during ex- 
ploratory operation, and an abrupt increase of blood 
pressure from 140/98 to 260/140 occurred and tachy- 
cardia, sweating, depression of respiration, and cyanosis 


Symptoms Among 62 Patients Receiving Each Adrenolvtic Drug 


Piperoxan Rewgitir 


Headache ... 5 
Marked apprehension 


Rapid heart rate 16 7 
Nausea and vomiting 1 0 
Flushing .... 3 0 
Transient abdominal pain 1 a 


developed. Operative techniques employed and details 
of the histories and findings in the cases of these five pa- 
tients will be reported separately. 

Responses to piperoxan and regitine® tests in one of the 
four patients are plotted in Figure 3. Before operation 
the pressure decreased after the use of 15 mg. of piper- 
oxan intravenously and returned to control levels within 
20 min. After the administration of 5 mg. of regitine* 
intramuscularly reduction of pressure persisted two hours 
and then gradually rose to the control level during the 
next two hours. Repetition of the tests after removal of 
the tumor resulted in an increase of pressure after the use 
of piperoxan and a slight reduction after the use of 
regitine.* 

Preoperative tests in three patients with pheochromo- 
cytoma were performed before this study of piperoxan 
and regitine® as routine tests in patients with hypertension 
was planned and the new dose schedule adopted. Piper- 
oxan was given slowly intravenously during two minutes 
in an amount determined on the basis of 0.25 mg. for 
each kilogram of body weight. Regitine® was given intra- 
venously in amounts varying from 0.08 mg. to 0.33 mg. 
for each kilogram of body weight. In one patient, 4 
woman, 36, administration of piperoxan reduced the 
blood pressure, with a return to control levels within 10 
min.; administration of regitine® (0.08 mg. for each kilo- 
gram of body weight) reduced the pressure for an hour, 
following which there was a gradual rise which ap 
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proached the control level in two hours. In another pa- 
tient, a man, 31, administration of piperoxan reduced the 
pressure for nine minutes; administration of regitine” 
(0.16 mg. for each kilogram of body weight) reduced 
the pressure for two hours, following which there was a 
gradual rise, and additional injections were given as the 
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in these patients. Values for nonprotein nitrogen in the 
blood ranged from 57 to 500 mg. per 100 cc., the aver- 
age being 157. 

Neither administration of regitine* nor piperoxan 
produced a significant reduction of blood pressure in six 
patients whose nonprotein nitrogen values were 60, 71, 
72, 92, 130, and 132 mg. per 100 cc. respectively. Of the 
six patients, four responded readily to questions and 
were well oriented at the time of the tests, the fifth experi- 
enced restlessness and insomnia, and the sixth was 
irrational. 

In the remaining five uremic patients piperoxan or 
both piperoxan and regitine” tests produced significant 
reductions of blood pressure. One patient, a man, 33, 
whose blood pressures are graphed in Figure 5 was irra- 
tional and had a value for nonprotein nitrogen of 180 
mg. per 100 cc. at the time of testing. In addition to 
hypertension and uremia he had syphilis, and, in spite of 
previous treatment, serological examinations were posi- 
tive. Tests for circulating epinephrine by the Shingleton 
method * revealed high levels. No operation was per- 
formed, and autopsy eight days after the tests revealed 


Fig. 4.—Changes of blood pressure of a patient with pheochromocytoma 
during four days before operation are graphed on the left. Reduction of no adrenal tumor. Periarteritis nodosa involving the 
pressure occurred with the use of regitine® during two hours preceding kidney, liver, pancreas, and adrenal glands was dis- 


nd was maintained during operation by three subsequent 
During four days after removal of the tumor, blood pressures 
don the right) were reduced. 


operator 
injectic 
(as plot 


operation was performed. The fourth patient, a child, 10, 
has been described in a previous report in this journal.* 
Administration of piperoxan produced a reduction of 
pressure with return to the control levels in 15 min.; ad- 
ministration of regitine® (0.33 mg. for each kilogram of 
body weight) reduced the pressure for 40 min., following 
which there was a gradual increase. Twenty minutes later 
an additional injection was given as anesthesia and op- 
eration was started. 

To each of the four patients tested and to the fifth 
whose pheochromocytoma had been recognized during 


exploration, intravenous or intramuscular injections of 
regitine’ (0.08 to 0.33 mg. intravenously for each kilo- 
gram of body weight, or 5 to 10 mg. intramuscularly for 
each patient) were given an hour or two before and dur- 2 i604 eal 
ing operation whenever pressure tended to rise. These = & 404 1404 
repeated injections maintained the blood pressure at 1207 1204 
reduced levels and kept the general condition of the on a ee 
patient satisfactory. A graph of blood pressures before, © so} 1604 
during, and after operation in a typical patient is pre- 2 '*°) 1407 
sented in Figure 4. | 

After removal of each of the five tumors moderate 
hypotension developed, and 0.5 to 1.0 cc. of vasopressin | 

o W 2 BW 40 SO 60 © 0 20 OW 40 50 60 7 80 9390 100 


injection (pitressin®) or 2.0 to 4.0 mg. for each patient 
of d-desoxyephedrine hydrochloride (methedrine® ) was 
given. Subsequent to this the blood pressures remained 
normal during periods of observation varying from 3 to 
26 mo. The hypertensive retinitis present in two patients 
and the hyperglycemia and glycosuria present in another 
disappeared. 


covered. Two patients, men, 29 and 40, were also irra- 
tional, disoriented, or stuporous. Nonprotein nitrogen 
values were 129 and 305 mg. per 100 cc. respectively. 
Each had reductions of blood pressure after the admin- 
istration of 15 mg. of piperoxan intravenously; the 
reduction in one man was from 200/124 to 140/80, 
with a return in 28 min., and in the other from 200/90 
to 140/60, with a return in 25 min. With the adminis- 
tration of 5 mg. of regitine* there was little or no reduc- 
tion. A subsequent 10 mg. injection of regitine” was 


given after 25 min. to one of these patients, and 10 min. 


later marked hypotension and a convulsion occurred. 
Another uremic patient, a man, 45, was in terminal coma 


Benodoine Test (1/4 mg /ag iv) Reg Test (1/6 mg/kg iv) 


TIME IN MINUTES TIME IN MINUTES 


Fig. 5.—A typical “‘positive’’ benodaine® and regitine? reaction occur- 


ring in a man, 33, with hypertension, uremia, syphilis, and periarteritis 
nodosa and without pheochromocytoma. 


when tested and had a value for nonprotein nitrogen of 


500 mg. per 100 cc. Intravenous injection of piperoxan 


was stopped after 7 mg. had been given because of the 
decrease of blood pressure from 188/128 to 100/76. 
Ten minutes later the blood pressure had returned to 
levels around 138/100. The patient died the following 
day, before the regitine® test could be done. 


TESTS IN PATIENTS WITH HYPERTENSIVE VASCULAR 
DISEASE AND UREMIA 
Piperoxan and regitine® tests were also performed 
with 11 patients with hypertensive vascular disease and 
uremia. As judged by examination, subsequent clinical 
course, Or autopsy, pheochromocytoma was not present 


9. Shingleton, W. W., and Baker, H. M.: Fluorometric Method of 
Determination of Adrenalin in Blood, Fed. Proc. 8: 145, 1949. 
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The fifth uremic patient, with a positive test, was a 
man, 34, who was only slightly confused. At the time of 
his first tests the value for nonprotein nitrogen was 57 mg. 
per 100 cc. With the administration of 20 mg. of piper- 
oxan there was a reduction of blood pressure from 266/ 
164 to 96/60 for 15 min., following which there was a 
gradual increase to the control levels during 25 min. 
With the administration of 5 mg. of regitine” intra- 
muscularly the pressure decreased slightly from 240/160 
to around 220/144 during 42 min. Subsequently, when 
10 mg. of regitine* was given, a drop to 130/92 
occurred within six minutes. During the next hour the 
pressure alternately rose to values around 200, 138 and 
fell to low levels for intervals of several minutes. The 
brief periods of hypotension after the 10 mg. dose coin- 
cided with episodes of retching and vomiting. During 10 
days this patient became rational, and the value for non- 
protein nitrogen reduced to 31 mg. per 100 cc. Admin- 
istration of the piperoxan test then increased the blood 
pressure from 146/102 to 170/148; administration of 
the regitine® test decreased it slightly from 154/110 to 
144,100. These tests were considered negative. 


COMMENT 

It is generally recognized that the use of adrenolytic 
drugs as tests for pheochromocytoma in patients with 
hypertension is not infallible. In addition to the false 
positive tests occurring in patients with uremia, difficulty 
is encountered in deciding whether brief reductions of 
blood pressure following administration of piperoxan 
are significant. Among the 62 patients with hypertensive 
vascular disease tested with this drug, there were six who 
had reductions of blood pressure lasting several minutes. 
Evaluation of the significance of momentary reductions 
of pressure with the four positive piperoxan tests in pa- 
tients with pheochromocytoma was also somewhat diffi- 
cult, since their control blood pressures fluctuated 
spontaneously about hypertensive levels. The more pro- 
nounced and longer lasting reductions of blood pressure, 
following administration of 5 mg. of regitine* intra- 
muscularly or intravenously, in the four patients with 
pheochromocytoma and in one of the patients with 
uremia were readily recognized. These positive responses 
are readily contrasted with negative responses; only 
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minor variations of blood pressure occurred with the use 
of this drug in 62 cases of hypertensive vascular disease. 

Although tests for circulating epinephrine are not 
infallible, they are nevertheless usually reliable and are 
indicated in every patient with hypertension, so that 
those with circulating epinephrine from chromaffin 
tumors may be recognized and treated. Because of the 
simplicity of the regitine® tests (5 mg. for each adult 
patient administered intramuscularly ), the minimum side 
effects, and the easily recognizable typical long-lasting 
hypotension of a positive test, this drug seems prefer- 
able for routine use. In the event of a positive or 
an equivocal test the well-established technique for 
intravenous administration of piperoxan would seem 
indicated. An hour or two before and during opera- 
tion on patients with pheochromocytoma regitine® (in 
amounts of 5 mg. for each adult patient) may be given 
in repeated doses as necessary to prevent paroxysms of 
hypertension, tachycardia, respiratory depression, and 
other effects of epinephrine intoxication. The piperoxan 
test is generally recognized as a valuable means of deter- 
mining whether a patient with hypertension has a pheo- 
chromocytoma. Our studies confirm the value of the 
piperoxan test and indicate that the new regitine® test 
produces results which compare favorably. 

CONCLUSIONS 

Piperoxan (benodaine") is a useful test for circulat- 
ing epinephrine in hypertensive patients with pheo- 
chromocytoma. Use of regitine* in patients with hyper- 
tensive vascular disease produces less fluctuation of blood 
pressure and fewer side effects than the use of piperoxan. 
Use of regitine® in patients with pheochromocytoma 
produces a reduction of blood pressure lasting longer 
than that produced by the use of piperoxan. Repeated 
injections of regitine* before and during operation for 
removal of a pheochromocytoma prevent the occurrence 
of epinephrine intoxication. False positive reactions may 
occur with the use of either drug in patients with uremia. 
A single intramuscular injection of 5 mg. of regitine® 
can be used for routine tests of hypertensive patients to 
detect circulating epinephrine from a pheochromocy- 
toma. Piperoxan may be used as a confirmatory test. 

Duke University School of Medicine (Dr. Grimson). 


FUNDAMENTALS OF A REGIONAL CANCER PROGRAM 


Allan J. Ryan, M.D., Meriden, Conn. 


The basis of a sound regional cancer program is a 
systematic plan of professional education. The support 
which nonprofessional people contribute through the 
raising of funds, aiding in the establishment of clinics, 
organizing and promoting lay education, and providing 
service to cancer patients should not be underestimated. 
All of these will be of little avail, however, if physicians 
are unable to take advantage of the most modern meth- 
ods and discoveries in the detection and treatment of 
cancer. 

The initial step should be taken by the most compre- 
hensive medical organization in the particular region. 


This should consist in the appointment from the member- 
ship of this society of a cancer committee. If other 
societies exist which are co-equal in their sphere of influ- 
ence, their cooperation should be sought in the establish- 
ment of such a committee. The first responsibility of such 
a committee is the establishment of a central record regis 
tration for all cancer cases in the region. In many i 
stances this may be carried out best through the largest 
regional public health agency. Their experience in col- 
lecting statistical material and their contacts with the 
most important sources of such material, namely, the 
local hospitals, will be invaluable. The extra burden of 
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work entailed, particularly in the early phases of the 
program, may require the expenditure of a sum of money 
equal to a considerable proportion of that agency’s an- 
nual budget. In most instances it will be necessary to 
acquire this money under special legislation providing a 
regular annual increase of these monies to be allotted 
specifically to the cancer program. 

It will be necessary, in order to establish a backlog of 
case material at the outset, for the personnel maintaining 
this registry to go to the individual hospitals and abstract 
the case histories of patients with diagnoses of cancer and 
other allied conditions. For this purpose a special form 
should be used which contains only whatever informa- 
tion may be necessary for the future analysis of cancer 
experience. In general, a standard form which is applica- 
ble to all organ systems is to be preferred to individual 
forms: hence the recording and subsequent analysis of 
the information are made much easier. One copy of the 
form should be left with the hospital, attached to the 
patient's record. 

It should be understood at the outset that these records 
will be periodically subjected to review and analysis by a 
subcommittee of the cancer committee, employing such 
statistical assistance as is necessary. It is only by report- 
ing in an impartial fashion the experience of each hos- 
pital to its staff and comparing this with that of other 
hospitals or clinics and with the best results reported in 
the literature that the incentive to improve treatment is 
achieved. 

The second responsibility of the cancer committee 
should be to establish diagnostic cancer clinics in as many 
hospitals or clinics as may afford the case material neces- 
sary to the successful continuance of such a clinic. These 
clinics should be staffed by physicians on the regular 
staff of such hospitals or facilities who have manifested 
an interest in cancer control. The staff should include at 
least one pathologist, a radiologist, a surgeon, and an 
internist. All physicians in the region should be invited 
and encouraged to participate in the activities of the 
clinic. Services of specialists in other fields and of visiting 
consultants should be made available regularly from the 
nearest large medical centers. 

In order to establish such clinics, it may be necessary 
to provide subsidies toward the purchase of diagnostic 
equipment and for the salaries of secretarial and other 
assistants. In rare instances it may even be necessary to 
provide housing for the clinic, although this can usually 
be found in existing facilities, since the meetings of the 
clinic may be scheduled at hours when other outpatient 
departments are not in session. These cancer clinics 
should be invited to report frequently on their experience 
with cancer at local and regional meetings to which all 
physicians are invited. 

Third, the cancer committee should seek permission 
from the regional units of the medical society to establish 
panels of physicians in private medical practice who will 
Volunteer to perform a type of physical examination, for 
People desiring it, designed to detect the majority of ac- 
cessible cancers in their early stages. Wide publicity 
should be given to the inauguration of such service. It 
should be emphasized that there are many types of cancer 
In accessible sites which can be uncovered without spe- 
cial laboratory facilities or elaborate tests and equipment. 
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Physicians participating in the program should be briefed 
in groups on the techniques of careful physical examina- 
tion and encouraged to send patients suspected of cancer 
to the diagnostic clinics for biopsy and consultation. 

Fourth, cancer treatment centers, utilizing existing fa- 
cilities so far as possible, should be set up so that they 
may be readily available to the groups of diagnostic clin- 
ics. These centers should have at their disposal radium, 
high-voltage x-ray equipment, radioactive isotopes, and 
both surgeons and equipment for the most thorough types 
of surgical treatment. Where these centers are esablished 
in medical schools, a regular program of undergraduate 
and postgraduate instruction in cancer, including a resi- 
dency training program, should be established. 

In the case of persons not able to pay the cost of treat- 
ment, admission to the cancer treatment centers should 
be only on referral from one of the diagnostic clinics. 
This arrangement will tend to prevent the swamping of 
such centers with patients not suffering from cancer and 
those for whom treatment would be useless. Special 
funds may have to be sought to support the costs of treat- 
ment to patients accepted. On discharge, if no further 
treatment is necessary, these patients should be referred 
back to the diagnostic clinics for periodic follow-up ex- 
amination. If they are sent as private patients back to 
their physicians, the diagnostic clinic should be requested 
to secure the follow-up from the physician to be recorded 
on the patient’s cancer registry record. 

The fifth step should be the establishment of a regular 
system of communicating the principles of early diag- 
nosis, together with the continuing developments in 
therapy, to all practicing physicians in the region. This 
may be done through the use of bulletins, periodicals, 
lectures, conferences, and sectional meetings. Emphasis 
should be placed on the curability of most forms of can- 
cer when detected early. 

The comprehensive program of public education is 
the sixth step. This is where the existence or organization 
of a voluntary health agency to aid in cancer control is 
most helpful. If possible, this education should be coor- 
dinated with already existing programs of public health 
education. It should have as its principal aim the dis- 
semination of information regarding the early signs and 
symptoms of cancer, the value of periodic physical ex- 
amination, and the fact that cancer of nearly all forms is 
curable in its early stages. Every available facility of 
publicity, including radio, newspapers, magazines, pam- 
phiets, moving pictures, and lectures, should be employed 
on a year-round basis. This program should be coordi- 
nated by a subcommittee of the central cancer committee. 
Such a voluntary organization will require funds for its 
support. The central cancer committee, particularly, and 
all physicians should lend their active support to cam- 
paigns for such funds. In some igstances in which the 
formation of a voluntary organization is impossible, the 
funds for such a program must come from legislative 
grants. There again it will be necessary for physicians to 
be active in obtaining the necessary monies. 

Finally, a program of research into the causes and 
therapy of cancer must be inaugurated and supported. 
With the increasing awareness of the different geo- 
graphic occurrence of cancer, there is an opportunity in 
nearly every region of the world to contribute informa- 
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tion of importance because of the different case material 
available. Application for grants to support such research 
should be passed upon by a subcommittee of the central 
cancer committee. The funds may be obtained by legis- 
lative appropriation or from voluntary sources. While 
fundamental research will probably be limited to the 
larger teaching centers, programs of clinical research 
should be encouraged throughout all clinics. 


COMMENT 

There is a logical order of steps to be taken in the es- 
tablishment of a regional cancer program, which has been 
demonstrated by experience. Those programs now ex- 
isting have grown up by trial and error. Delays and frus- 
trations have been suffered in the achievment of their 
objectives, which are in great part based on the fact that 
the programs were begun by trying to educate the pa- 
tient before the physician and before adequate facilities 
for diagnosis and treatment were provided, thereby cre- 
ating a popular demand which has been incompletely 
satisfied. The programs have at last come around to what 
should have been the beginning. 

The responsibility for the development of a regional 
cancer program or, in fact, a tuberculosis-, diabetes-, or 
any disease-control program, should remain primarily 
with the medical profession. This will prevent misunder- 
standing and misdirected efforts based on emotional ra- 
ther than objective evaluations of the problem. It is only 
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because the medical profession has often demonstrated 
lack of initiative in these matters, however, that lay 
leadership has carried through to establish itself in 
control. 

The extent to which the financial support of this pro- 
gram will come from private or public sources will vary 
greatly according to the state of development of the re- 
gion involved. There is no reason why with careful prep- 
aration and organization the control of the program 
should not remain in the hands of the profession, even 
though the expenditure of public money is involved. 


SUMMARY 

Seven steps in the organization of a regional cancer 
program are outlined. They should be carried out through 
a central cancer committee designated by a responsible 
medical organization of the region. These steps include 
the establishment of a cancer record registry, diagnostic 
cancer clinics, panels of physicians in private practice 
prepared and willing to perform thorough physical ex- 
aminations for cancer, cancer treatment centers, pro- 
grams of professional refresher education, a comprehen- 
sive public education program, and research programs. 

The initiative for the establishment and maintenance 
of such programs should be taken by the medical pro- 
fession to preserve the proper balance and development 
in cancer control. 

147 W. Main St. 


MATERNAL DEATH IN 


THE RURAL SOUTH 


A STUDY OF FORTY-SEVEN CONSECUTIVE CASES 


James Henry Ferguson, M.D., New Orleans 


Maternal deaths under rural conditions in the South 
have been subjected to relatively little close scrutiny. 
In this study an attempt is made to assign the funda- 
mental reasons for the South’s unenviable maternal 
death rate by an examination of the causes of maternal 
deaths and the circumstances surrounding them. I do not 
believe that exactly such a study had been attempted 
before 

METHOD AND COMMENT 

The period Oct. 1, 1947, to Oct. 1, 1948, was selected 
for study, and all the maternal deaths that occurred in 
a group of 30 counties in a Southern rural state in that 
12 month period were the subjects of this investigation. 
The 30 counties will hereafter be referred to as the 
“project counties” and the state as the “project state” or 
simply “the state.” The project counties are a geographic 
unit and are a fair sampling of economic, social and 
medical conditions in the project state. There were 47 
maternal deaths, including one abortion and two ectopic 
pregnancies. I tried to interview personally all the physi- 
cians and midwives who had seen the patients in the 
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final stage of pregnancy, who had treated them at any 
time or who might possess information that would be 
complementary. Seventy-nine physicians and nine mid- 
wives were visited. All the pertinent information that it 
was possible to obtain on these patients was sought. The 
public health nurses were consulted for information on 
the patients’ background, home and diet and on behavior 
of the family and neighbors, as they affected the patients’ 
health. 

The interval between the maternal death and my inter- 
view with the attending physician ranged from one to I] 
months, with a median of five months. The lag was 
partially necessitated by the length of time needed for 
processing of death certificates. Hospital charts were 
consulted whenever possible, but they added little be- 
cause of their incompleteness. Usually, there was n0 
recording of history, physical examination or progress. 

In a state with many similar problems, North Carolina, 
Lock has succinctly reviewed the circumstances of ma- 
ternal mortality, relying largely on questionnaires.' Much 
of his assignment of blame for the high maternal mortal 
ity is underlined by this study. A monograph by 
Lapham * on maternal care (1931-1936) gives an excel 
lent picture of conditions in a Southern rural area. 
picture is essentially the same in 1947-1948. Although 
there is room for professional improvement, some of the 
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basic reasons for the relatively high maternal mortality 
rate lie outside the realm of medicine in the educational 
and economic poverty in which these persons live. 


PRELIMINARY DATA 

Table 1 shows the distribution by cause of death in 
the three major categories of maternal death. Data on 
maternal death for the project state were obtained from 
state-wide data for comparison with the deaths in this 
study. | assigned the causes of death in the two state 
series from inspection of the death certificates. 

The percentages of toxemia, hemorrhage and infec- 
tion deaths for the state as a whole in the years covered 
in this study are very close to the distribution in the 47 
cases investigated here. Therefore, these cases are repre- 
sentative of the state maternal death pattern, and since 
they represent 27 and 26% of all maternal deaths in 
the state for 1947 and 1948 they constitute a good 
sample. On the death certificates in this study 23 different 
counties were listed as place of death and 25 counties as 
place of residence. There were 30 Negro women and 17 
white women. The age distribution of these patients is 
shown in Table 2. 

Ten women were primiparas and 37 multiparas. Five 
women had had over 10 pregnancies; one woman had 
had 16 pregnancies. In three the parity could not be 
exactly ascertained. One woman, with toxemia, was 
reputed to have had 11 pregnancies with no liveborn 
children. Thirteen women died at home and 34 in the 
hospital. Two white women and 11 nonwhite died in the 
home. Twenty-one women were delivered in the hospital, 
and 11 were delivered at home. There were two tubal 
pregnancies and one miscarriage. Among the 12 women 
who died undelivered, two died in the home and 10 in 
the hospital. Six women were attended by midwives and 
24 delivered by physicians. In one case, a neighbor was 
the attendant. Six patients died without a physician in 
attendance. Four others were moribund when they first 
received medical attention. There were nine stillbirths 
and three neonatal deaths among the 32 infants born. 

Residence was predominately rural in this study. Nine 
women lived in such completely remote districts that no 
town was claimed as place of residence. Fifteen lived in 
towns of less than 1,000 population. Only five lived in 
communities of over 10,000. 

The case reports in this study are heavily weighted 
with women who are poverty stricken. Thirty-seven 
(79% ) of these women can be classified as being in the 
lowest socioeconomic group. Some quotations from 
physicians, midwives and public health nurses that will 
describe the patient and her family (each quotation a 
different case) follow: “A field worker”; “very poor”; 
“poor nutrition and ignorant”; “represented the poorest 
and most ignorant group of white people in the com- 
munity”; “worked hard like a man in the-fields”; “con- 
dition confused by beating husband gave her night before 
death”; “illiterate”; “transferred to hospital in stripped- 
down pick-up truck (48 miles)”; “from the lowest class 
Negro and had very poor sanitation facilities in the 
home”; “came home to live with her father because her 
husband took another woman”; “only complaint was 
sore head where her husband beat her”; “economic con- 
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dition is bad as can be seen in that district’; “extremely 
filthy and dirty—body covered with a greasy scum”; 
“very poorly nourished and a poor farmer's wife”; 
“about the lowest status of society we have”; “nomadic 
chronic beggars”; “very low income and four children to 
support”; “remarried two weeks after wife died”; “very 
ignorant—from back woods”; “pathetically ignorant”; 
“ignorant”; “[neighbor] took pity on her and took her 
in”; “stupid”; “diet definitely inadequate.” 


CASE REPORTS 


Twenty-one of the fatalities are briefly abstracted in 
the following case reports. No known detail that would 
affect the interpretation of the deaths has been omitted. 


REPORT OF CASES 
Case 1.—The patient was bleeding at term. She had a vaginal 
examination at home. There was placenta previa totalis. The 
hospital was too far for her to be transported there. Although 1 
cc. of posterior pituitary extract (pituitrin®) was given, contrac- 
tions were weak. The patient died undelivered eight hours after 
the onset of bleeding. 


TABLE 1.—Causes of Death, 1947-1948 


1947 1948 


No., Per- No., Per- No., Per- 
Entire cent- Entire cent- his cent 
State age State age Study ue 
Toxemia...... 13 67 30 13 
Hemorrhage. . 44 24 11 


Infection. 14 8 15 4 
| 29 58 $2 l4 


Total deaths...... 176 17 


TasLe 2.—Distribution by Age 


Less than yeurs............ 6 
20-29 yeurs ... 16 
40 and over. 


Case 2.—This was a home delivery with a neighbor attending. 
There were antepartum and postpartum convulsions and bleed- 
ing. On the day after delivery, the physician arrived and sent the 
patient to the hospital. Morphine, phenobarbital sodium, penicil- 
lin and magnesium sulfate were given. There was no transfusion 
or infusion. The patient died eight hours after admission. 

Case 3.—Labor progressed poorly at term; the membranes 
had ruptured two days before onset. Approximately | cc. of 
pituitary extract was given in three doses. An attempt at high 
forceps delivery in the home failed. The patient was oliguric. 
She was hospitalized and discharged the same day. Nine days 
later she was hospitalized in poor labor and again discharged 
the same day. Three days later she was hospitalized again. She 
was in hard labor and a state of shock. Her urine was bloody. 
High forceps delivery was again attempted and again failed. Two 
days later the patient’s condition was worse; she was anuric, and 
there was scalp traction and shock. The next day, cesarean 
hysterectomy was performed. The patient became jaundiced and 
died the next day. 

Case 4.—-Two weeks before death, this patient had severe 
edema, albuminuria and hypertension. Later, she began to labor 
and was hospitalized. She had antepartum and postpartum con- 
vulsions. Pulmonary edema developed, and the patient died five 
days later. There were no infusions at any time. 

Case 5.—The delivery in this case was performed by a mid- 
wife. Ten minutes later, there was bleeding. The physician was 
called immediately, but the patient was moribund on his arrival. 
Oral medication and massage were given. The patient died one 
and one-half hours after delivery. 
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Case 6.—This patient experienced dyspnea suddenly at term. 
An ambulance was unable to approach her home because of an 
impassable, muddy road. The patient died from pulmonary 
edema while being transported to a paved road. 

Case 7.—On prenatal visit to the physician when she was six 
months pregnant, this patient had headache, severe edema and 
albuminuria. Diet and rest were prescribed. A few days later, 
while at home, the patient became comatose. She died in the 
hospital soon afterward without regaining consciousness or de- 
livering. 

Case &8.—This patient was 19 years old and had had five 
children. She had chronic hypertensive disease and had been 
bedridden for five years with paralysis. She was edematous and 
dyspneic throughout pregnancy. There was no prenatal care. 
Delivery was uneventful and was performed by a midwife. Two 
days post partum, the physician was summoned. The patient had 
a rapid pulse, an enlarged heart and dyspnea. Hospitalization 
was advised (this necessitated a 59 mile trip). The patient died at 
home the next day. 

Case 9.—This was a home delivery with a physician attending. 
Labor seemed to be progressing normally. A small dose of 
pituitary extract was given. Slight shoulder dystocia was noted. 
Chloroform was given. The third stage of labor was normal. 
One and one-fourth hours after delivery, the patient was in 
shock. Caffeine was the only available drug. The husband was 
sent to obtain plasma (21 miles). The patient was dead before 
his return. The body was difficult to embalm, as the fluid ran 
into the abdominal cavity. 

Case 10.—The patient was a primipara and had no prenatal 
care. She was in labor three days. Attempt at forceps delivery 
failed. The patient had convulsions. On her admission to the 


Taste 3.—Maternal Death Certificates and Reassignment 


Death Certifl- Reassign- 
(‘'ause of Death cates, No ment, No. 


hospital, it was noted that her pelvis was generally contracted, 
and her temperature was 105 F. Craniotomy was performed. The 
patient died 12 hours later, after another convulsion. 

Case 11.—This patient, 42 years old, had had 16 children. The 
physician made a home visit to the patient when she was eight 
months pregnant. The patient was bleeding slightly and had chest 
pain. She was given morphine and sent to the hospital; she was 
not in labor. The blood pressure was 140/120. Examination dis- 
closed total placenta previa; the cervix was one-third dilated. 
The pulse rate was 140 and respirations 40. Bleeding was slight, 
and there was a foul discharge. Penicillin was given. On the sec- 
ond hospital day there was vomiting and albuminuria (4+), and 
the abdomen was distended. An infusion was given. On the third 
hospital day, 500 cc. transfusion was given. On the fourth hos- 
pital day pituitary extract was given, but response was poor. The 
patient died on the fifth hospital day. 

Case 12.—The patient had had severe hypertension in a pre- 
vious pregnancy. She had no prenatal care in this pregnancy. 
Near term, she was unconscious for one to three days. Her home 
was so inaccessible that a truck was necessary to bring her to the 
hospital. She was not in labor. She was given amobarbital sodium 
to control extreme restlessness. Vaginal examination was done 
immediately so that membranes could be ruptured. This proce- 
dure was very difficult, because of the extreme obesity of the 
patient. She died 15 minutes after vaginal examination was 
begun. 

Case 13.—On the first visit of the patient to the office of the 
physician, two months before her death, pronounced edema was 
noted and digitalis was prescribed. One month later, another 
physician visited her home and noted hypertension and edema. 
Two weeks later, the patient came to the office of this physician. 
Hypertension and albuminuria (4+) were noted. Bed rest at 
home and magnesium sulfate were prescribed. Two weeks later 
the patient had six convulsions at home. She was brought to the 
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hospital and died 20 hours later, after having had more convyl. 
sions. 

Case 14.—This patient received no prenatal care. Delivery 
was at home, with a physician attending. There was slight post. 
partum bleeding. The patient had convulsions three hours post 
partum and died a few minutes afterward. 

Case 15.—The patient was a 16 year old primipara. She made 
only one prenatal visit, two weeks before term. She had severe 
hypertension and was not hospitalized until she was in labor 
two weeks later. On admissien, edema and albuminuria (44) 
were found. Delivery was uneventful, but the patient had post. 
partum convulsions; she died 15 hours later. 

Case 16.—In this case toxemic signs failed to disappear 
in six office visits (during last 18 days of life). The patient was 
hospitalized when toxemic symptoms appeared. Membranes 
were ruptured artificially at once. The condition of the patient 
became worse in labor. Version and extraction were done for 
shoulder presentation. The patient became comatose and died 
six hours later. 

Case 17.—This woman had had 11 pregnancies and 10 mis- 
carriages. She received no prenatal care. She was hospitalized at 
term because she was “on the verge of convulsions.” Sometime 
later she became moribund and semicomatose. The cervix was 
completely dilated, and there was pulmonary edema. No medi- 
cation was given. There were no blood pressure readings or 
urinalysis. Delivery was with low forceps, and the patient bled 
slightly. The uterus was packed. The patient died 20 minutes 
after delivery. 

Case 18.—The patient was hospitalized at term for painless 
bleeding. She was given only a rectal examination. There was 
spotting for five days while the patient was in hospital. Anesthesia 
was started for cesarean section. The patient died suddenly. At 
autopsy, complete separation of a placenta previa marginalis was 
observed. 

Case 19.—This was a cardiac patient, who had one prenatal 
visit to the physician. There was decompensation when labor 
began. Five hours later the physician was called. When he ar- 
rived, the fetal head was visible and the patient's pulse was fast. 
She was sent to the hospital. She died before a staff physician 
arrived. 

Case 20.—The patient was jaundiced six weeks before term. 
Her condition seemed to be improving. She had two convulsions 
at home. She was reassured and given morphine. She then had 
more convulsions. She was taken to the hospital, where she had 
convulsions and became comatose. Cesarean section was per- 
formed 12 hours later. She died 10 hours after operation. A 
total of 500 cc. of fluids had been given. 

Case 21.—Delivery of this patient was by a midwife. Bleeding 
occurred 10 minutes after delivery. The physician was sent for. 
Pressure and injection produced the placenta. The patient died 
from hemorrhage six hours post partum. 

Case 22.—This patient was insane. When seen one month be- 
fore term, she had been bleeding for several days. Vaginal 
examination was done in the home, and placenta previa was 
found. Hospitalization was advised, but the patient refused. She 
continued to bleed for one to three days, and finally she was 
taken to the hospital, but she died en route. 


CAUSES OF DEATH: MISCELLANEOUS FACTORS 


A consideration of death certificates is important in 
that it furnishes an index of the physician’s understand- 
ing of the causes of disease and his use of modern terml- 
nology. Some noteworthy inaccuracies in the death 
certificates in this study were lobar pneumonia and 
preeclampsia, used for eclampsia, endocarditis for anes 
thetic death, pulmonary embolism for nonconvulsive 
toxemia and hemorrhage from placenta previa, abnormal 
labor and placenta previa for hemorrhage and heart 
failure without mention of eclampsia. 

Table 3 lists the causes of death as stated in the death 
certificates and compares them with my reassignment 
the causes of death. 
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This list is not large enough to be statistically signif- 
icant but may show some tendency on the part of the 
physician not to recognize toxemia and hemorrhage as 
the true cause of the patient’s difficulties. In several 
interviews the physician in relating the terminal course 
gave a different diagnosis from the one he wrote on the 
death certificate. Autopsy was performed in two cases. 
Diagnosis was established at operation in two cases. 

In Table | it is shown that toxemia and hemorrhage 
are the principal causes of maternal death in this study 
and in the state. Other causes of death in this study were 
anesthesia (two deaths), cardiac disease (two deaths), 
and pulmonary embolism (seven deaths). In three cases 
the cause of death was unknown. 

As a secondary or contributing cause of death hemor- 
rhage figured in five cases, intercurrent infection twice 
and toxemia once. 

There were two anesthetic deaths, one from spinal 
anesthesia and one from chloroform. No criticism of the 
technique of administration of chloroform could be 
found. In the spinal case 150 mg. of piperocaine (mety- 
caine’) hydrochloride was administered, and the level 
of anesthesia was not tested. Diaphragmatic paralysis 
followed. There were two cases of ruptured uterus, one 
a rupture of an old cesarean scar. In Case 9 the location 
of delivery, the patient’s home, which was 21 miles from 
a source of plasma and 52 miles from a hospital and 
transfusion, is an undeniable factor in the cause of death. 
Table 4 shows the method of delivery used in the cases 
in which a physician attended. 

Several women would have benefited from forceps 
delivery if it had been done. In some cases the physician 
failed to use forceps because so many years had elapsed 
since he had used them that he lacked confidence or 
failed to recognize the indication for their use. Some did 
not own the equipment for a forceps operation in the 
home. A Negro physician (Case 19) had had no training 
in the use of forceps. 

Seven women were delivered by cesarean section. The 
classic section was preferred by operators in this series 
and was used in three of the cases. Low cesarean section 
was done in one case. Cesarean section was combined 
with hysterectomy in one case and was performed post 
mortem in One case. The type was unknown in one case. 

Most of the indifference on the part of the patient or 
her family lay in the direction of not seeking prenatal 
care. It seemed to me that in only three cases was death 
substantially hastened by indifference or neglect once 
prenatal care was sought. It is difficult to tabulate the 
number who fall into this category, because in so many 
instances neglect was indistinguishably linked with lack 
of real opportunity for anything better. 

No maternal death in this series can be laid at a mid- 
wife’s door. The one derelict woman attendant was a 
retired midwife abeut 80 years old and senile, who was 
helping out a neighbor (Case 2). An exhausting walk to 
the homes of the midwife and the deceased and a glance 
at the map for the town of the nearest practicing physi- 
clan were convincing evidence of the hopelessness of the 
situation. The midwives who attended in these cases were 
not responsible for the deaths, but a society that makes 
the employment of them necessary is responsible. In 
many counties all the midwife deliveries could be elimi- 
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nated if each physician would take a small and equal 
share of the cases. 

The prominence of syphilis has sharply declined in the 
South but is by no means to be ignored. None of these 
women were known to have syphilis. However, the data 
are incomplete because of the large number of women 
who had no prenatal care and the several patients who 
did not have a serological test for syphilis performed by 
their physician. 

TOXEMIA 

Toxemia is the chief cause of maternal death in the 
project state, as shown in Table 1. Of the women in this 
study, 20 (43% ) died of this disease. One patient who 
died of infection also had toxemia of unclassified type. 
In 1947 and 1948, 41% and 36% of the maternal 
deaths in the entire state were caused by toxemia. 
The data were too meager in many cases to permit 
classification of the toxemias except as convulsive or 
nonconvulsive. Of the 21 women who had toxemia, 13 
had convulsions. At least eight women had chronic 
hypertensive disease. Six of the women had convulsions 
in the antepartum period, four post partum and three 
both before and after delivery. 

Of the 20 women who died primarily of toxemia, 13 
had no prenatal care, while three had only one to two 
visits to the physician. Six were primiparas. The attend- 


TABLE 4.—Method of Delivery by Physicians 


Spontaneous delivery by 


ant at delivery was a physician in 11 cases, a midwife in 
one, a neighbor in one and a nurse in one. Six of these 
patients died undelivered. The place of delivery was the 
hospital in 11 cases and the home in three. Eighteen pa- 
tients died in the hospital and two at home. There were 
five stillbirths among the 14 patients who delivered, and 
there was one neonatal death. 

The clinical management of toxemia was in general 
poor by modern standards. Many patients were not hos- 
pitalized until after they had had convulsions. Warnings 
of severe preeclampsia went unheeded, so that hospital- 
ization of the patient was delayed. Limitation in hospital 
facilities was often the reason. Twelve of the 18 hospi- 
talized patients did not have an infusion. In only one 
patient was the urinary output measured with what 
seemed to be a semblance of accuracy. In most cases 
there was no effort to measure the intake and output. Of 
the 18 toxemia patients who were hospitalized, in only 
one was a hemoglobin or blood cell count of any type 
done in the prenatal course and in only one was there a 
count while she was in the hospital. 

There were no cases of accouchment forcé, but there 
was a tendency to lack of conservatism in treatment. In- 
tervention was not preceded by a sufficient period of 
medical treatment. Sedation was not adequate to con- 
trol convulsions in a number of patients. 


HEMORRHAGE 
Hemorrhage is the second commonest cause of mater- 
nal death in the project state. Hemorrhage figured promi- 
nently in 16 (34%) of these 47 deaths. In 11 cases 
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(23% ) it was the primary cause of death, and it was a 
contributing cause in five cases. Among the primary 
hemorrhage cases were postpartum hemorrhage four, 
placenta previa two, ruptured uterus two, ruptured tubal 
pregnancy two and premature separation of the placenta 
one. Six women died in the home and four in the hospital. 
One died en route to the hospital. Of the nine infants that 
reached viability, five were delivered in the home and 
four died undelivered. Two of the hemorrhage patients 
were attended by midwives, one by a neighbor and the 
others by physicians. The midwives summoned a’ physi- 
cian as soon as the bleeding appeared. With the excep- 
tion of a patient who died three days post partum of 
eclampsia, the average length of survival was five hours 
in the women who experienced postpartum hemorrhage. 

The primary causes of death in cases in which bleeding 
was a contributing factor were eclampsia in two cases, 
pulmonary embolism in two and unclassified toxemia in 
one. The treatment Of hemorrhage fell pitiably short of 
modern standards. Thirteen of the 16 patients received 
no blood. Two had plasma, and three had infusions. Of 
the six patients with postpartum hemorrhage, only | had 
a satisfactory vaginal-uterine examination that was in- 
cluded in the effort to control bleeding. The five patients 
with a diagnosis of placenta previa bled for six hours, 
nine hours, five days and seven days before delivery or 
before dying undelivered. One bled for an unknown 
length of time. 

The 16 women themselves were unprepared for hem- 
orrhage. Of the six who had had prenatal care from phy- 
sicians, Only one had had a test for anemia. Among the 
eight women who were hospitalized, only two could be 
found who had a blood count. 


INFECTION 

There were only two cases in this study in which puer- 
peral infection was the cause of death. Infection appears 
to be relatively insignificant in this region today as judged 
by the data in Table |. In the United States and Canada 
infection is often considered the chief cause of maternal 
death. This reversal in the assignment of the causes of 
death indicates that there are maternal health problems 
that are peculiar to this region. In the two infection 
deaths, one was an uncomplicated midwife delivery with 
sepsis occurring about three weeks later. The other 
(Case 3) was a grossly mismanaged hospital operative 
case. 

NEEDS OF A STATE MATERNAL HEALTH PROGRAM 

The requirements for improvement in maternal mor- 
tality in the project state and presumably in other 
Southern states are (1) more and better prenatal care, 
(2) more blood transfusion facilities and recognition of 
the uses of whole blood, (3) greater hospital facilities 
and (4) postgraduate education for the physicians. 


PRENATAL CARE 

In this group of women, excluding the cases of abor- 
tion and ectopic pregnancy, 19 patients received no pre- 
natal care. In only six of the 25 women who received 
prenatal care was this care adequate, on the basis of the 
number of visits to the physician, with no consideration 
given to the quality of the care. Nineteen women had 
what could be called inadequate care, because, although 
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they visited a physician, the visits were far from the ac. 
cepted standards of prenatal care. Eleven women had one 
to three visits, and the rest had four to five prenatal visits, 
which were poorly spaced. Many women deferred visits 
until the last four to eight weeks of pregnancy. Others 
neglected to return in the last two months of pregnancy, 

The reasons for this poor showing in prenatal care 
appear to be lack of physicians, education and economic 
resources. In many sections of the project counties there 
may not be enough physicians to give maternity care to 
all pregnant women. The project state has one of the 
largest percentages in the U. S. of nonwhite live births 
with no medical attendant. Some of the project counties 
had a ratio of one licensed physician to 5,057, 5,65§, 
3,808, 3,171, 3,592, 3,736 and 3,175 inhabitants. How- 
ever, one who knows how many of these physicians are 
aged, are limited in activity or treat no maternity patients 
realizes that the true figures are actually worse. In 14 of 
the 30 project counties, 50° or more of the physicians 
were over 60 years of age. 

A large part of the blame for neglect of antepartum 
care must be leveled at ignorance on the part of the 
people. They do not realize the necessity for medical 
care throughout a pregnancy. A much larger health edu- 
cation program is needed to present a fact that many 
communities now accept as self evident. For longer range 
planning proposed improvements in the school systems 
should be carried out. The key word to solution of the 
South’s maternal death rate could well be education. 

Many women in the state, and a number in this study, 
have been discouraged from completing prenatal care 
by the distance from their home to a physician or a full- 
time health department. Lack of transportation and un- 
paved rcads were related factors. All the patients who 
died following illegimate pregnancies in this study had 
inadequate or no prenatal care. There were five such pa- 
tients, three white and two Negro. In each case the med- 
ical care was inadequate because of attempts to conceal 
the pregnancy. This fact was either admitted to the phy- 
sician or disclosed by inquiries in the home made by the 
public health nurse. Improvement in the poor facilities 
for sheltering these unfortunate girls could have saved 
them. The extent of the problem is shown by a figure of 
over 6,000 illegitimate births in the project state in 1948. 


BLOOD REPLACEMENT 


Maternity patients in the project state do not appear to 
be receiving blood frequently enough or in the quantities 
that they need. Of the 16 patients in this study in whom 
hemorrhage was the primary or contributing cause of 
death, only three received blood. A patient with a rup 
tured tubal pregnancy received 1,500 cc., and the estl- 
mated blood loss was 3,000 cc. Another patient with a 
ruptured tubal pregnancy received multiple transfusions 
that were apparently sufficient in quantity. The patient 
with placenta previa and toxemia (Case 11) was not 
given more because the 500 cc. that were administered 
did not seem to improve her condition! Two patients fe 
ceived plasma, and three received infusions. In the SX 
cases in which antemortem cesarean section was done, 
only one woman received blood. 

The data drawn from hemorrhage cases do not com- 
pletely uncover the need for more liberal use of biood. 
Many of the patients with toxemia or infection 
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certainly have been improved by transfusions of whole 
blood. Opportunity to estimate the number who needed 
blood is hampered by the rarity of hemoglobin determi- 
nations. 

HOSPITALS 

There is an increasing use of hospitals for childbirth in 
the South. In the project state in 1940 only about 14% 
of all deliveries occurred in hospitals. By 1948 it had 
reached over 40%, a great improvement but far from 
ideal. A number of the patients described here could 
have been saved in a hospital. Either an emergency arose 
or there existed a complication that suddenly became a 
desperate illness requiring services usually only obtain- 
able in a hospital. 

Lack of hospital facilities was a contributing cause of 
death in the nine patients in whom hemorrhage was the 
primary or secondary cause of death and who died out- 
side of hospitals, the three patients with toxemia who 
delivered or died in the home, and the two cases of in- 
fection in which home delivery was accomplished or 
attempted. It can be judged by the case histories that 
there were other cases in which a more favorable out- 
come might have been possible if hospital care had been 
received earlier. The ability of the patient to pay for 
hospital care deserves its share of attention. Voluntary 
prepayment plans must have reached few or none of the 
women who make up this study. 


POSTGRADUATE EDUCATION 


It is evident from the case histories that more training 
in modern methods of obstetrical management would 
be beneficial for many of the. physicians in the region 
under consideration, and presumably in other rural 
Southern areas. This might be accomplished by attend- 
ance at postgraduate courses but it is unlikely that this 
will come about. Most of the physicians interviewed have 
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never attended a formal postgraduate course and are not 
likely to in the future. Explanations offered have been 
prohibitive cost, fear of loss of contact with patients and 
simple lack of interest. Some of these objections can be 
overcome by the opportunity and stimulus provided by 
movements to bring the medical school to the practi- 
tioner, such as those in which Tulane University is at 
present energetically engaged. A more promising solu- 
tion than postgraduate courses would be everyday con- 
tact in hospitals with a good grade of medical care. This 
could be achieved by the use of temporarily assigned resi- 
dents and by visits of consultants from medical centers. 
Encouraging reports of extension programs have come 
from Michigan, Pennsylvania, New York and Virginia. 
Some definite defects in obstetrical management can 
be seen ir. this report as common factors in several deaths. 
They should be the targets in a program of instruction. 


SUMMARY 


Forty-seven consecutive maternal deaths are investi- 
gated. These deaths occurred in a typical Southern rural 
area. Seventy-nine physicians and nine midwives, all as- 
sociated with these cases, were interviewed. Supplemen- 
tal information was obtained from hospital charts and by 
home visits of public health nurses. 

Toxemia is decidedly the commonest cause of mater- 
nal death in the region studied. Hemorrhage is second, 
and puerperal infection is a relatively unimportant cause 
and seems less important than pulmonary embolism. The 
reasons for a poor prenatal care record are lack of physi- 
cians, low educational standards and poverty. For lower- 
ing of the maternal death rate in this area the basic needs 
are improved prenatal care, increased hospital and 
transfusion facilities and more postgraduate medical 
education. 


1430 Tulane Ave. 


MATERNAL DEATHS IN NEW YORK CITY DURING 1948 AND 1949 


Jere B. Faison, M.D., New York 


Maternal and infant deaths have often been regarded 
as an index of the maturity of a civilization. The impli- 
cation of this attitude is that concern for the well-being 
of mothers and infants is a vital function of an en- 
lightened society. From this point of view, the United 
States compared rather unfavorably with the rest of the 
civilized world until as recently as 1930, when the 
maternal mortality rate for this country was 6.8 deaths 
Per 1,000 live births. This high mortality rate has been 
remarkably reduced during succeeding years, and the 
latest national figure recorded was 1.3 (1947).! The 
rate for New York City has shown the same satisfactory 
downward trend, and the rate for 1949, based on tenta- 
live figures, is 0.9, the first ever to be recorded below 
1.0. Knowing that these rates are based on the inclusion 
of many deaths that had other factors added to the state 
of pregnancy, the medical profession may begin to 
wonder at what stage the so-called irreducible minimum 
will be achieved. No attempt is made in this paper to give 


the final answer to that question, but rather the study 
will attempt to present special problems in the preven- 
tion of maternal mortality as they occur in New York 
City, together with some suggestions for their solutions. 

This study was based originally on the maternal 
deaths in the city of New York during 1948. The infor- 


. From the Bureau of Child Health, New York City Department of 
ealth. 

Read before the Section on Obstetrics and Gynecology, New York 
Academy of Medicine, March 28, 1950. 

The totals of maternal deaths shown in this paper include all deaths 
occurring at any stage of gestation or within six months of the termina. 
tion of a pregnancy. The maternal mortality rates for New York City 
as shown in this paper were computed by the Bureau of Statistics and 
are based on deaths associated with gestation of more than 20 weeks or 
within one month postpartum. 

Assistance in gathering material for this study was given by Dr. Helen 
Wallace, chief of the maternity and newborn division, Dr. Edwin Gold, 
obstetric consultant, and Dr. Samuel Wishik, director of the Bureau of 
Child Health, all of the New York City Department of Health. 

1. Maternal Mortality by Cause in the United States, 1947, Vital Sta- 
tistics, Special Reports, Federal Security Agency, United States Public 
Health Service, National Office of Vital Statistics, Vol. 31, No. 10, Sept. 
9, 1949, 
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mation concerning these deaths was drawn largely from 
death certificates filed with the department of health and 
from supplementary information attached to correspond- 
ing birth or stillbirth certificates. In some instances this 
information was either lacking or inadequate, and re- 
course was had to other sources: e. g., the files of the 
maternal welfare committees of two county medical 
societies and direct information secured from hospital 
charts in the course of surveys of hospital maternity 
services by members of the maternity and newborn 
division of the department of health. Hence this study 
of all five constituent counties of the city is as thorough 
as feasible short of making a detailed study of each case. 
It was possible to complete the 1949 study in time for 
presentation, and this was done in much the same man- 
ner as for 1948. The 1948 figures are included here not 
only because of their availability but also because of the 
remarkable similarity of the numbers of live births— 
157,969 for 1948 and 157,914 for 1949, and because 
their presentation from the same source argues a certain 


TABLE | Statistics Relative to Total Live and Stillbirths and 
Vaternal Deaths in New York City, 1948 and 1949 


14s 149 


I hirths cose 156,008 157,014 
Stillbirths 14,018 14,364 
Matert leaths 211 201 
i il 
Het 
Infect 44 
i 3 1 
Car 33 
R heart 22 
(oth 1] 
Anestl 
Extraves 
Miscellane 22 
Unknown ] 12 


consistency in the inclusion or exclusion of some de- 
batable cases that would make for a more valid com- 
parison of the results of the two years. 

From a survey of the certificates examined, it is pos- 
sible to glean a great deal of statistical information 
concerning the filing of certificates, the manner in which 
they are filled out, the place of delivery or hospitaliza- 
tion, economic status, age, color, marital status, parity, 
stage of gestation, health during pregnancy, blood 
serology, Rh status, length of labor, mode of delivery, 
and condition of fetus. All this, in addition to the cause 
of death, is available in a completed form. All such in- 
formation has been taken into consideration in the 
course of this study. In general, the certificates are much 
more complete where viable babies are delivered, and 
obviously the cause of death is more accurately deter- 
mined where an autopsy has been performed by a com- 
petent pathologist. The autopsy percentage (including 
medical examiner cases) was 48 in 1948 and 47 in 1949. 


2. Gordon, C. A.: Am. J. Obst. & Gynec. 41:535 (March) 1941. 
Gordon, C. A.: New York State J. Med. 47:595 (March 15) 1947. 

3. Barrett, R. L.: Bull. New York Acad. Med. 22:428 (Aug.) 
1946. 

4. Gold, E. M., and Wallace, H. M.: New York State J. Med. 49: 
1677 (July 15) 1949. 

5. Sanitary Code of New York City. Section 110, 1937. 
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CAUSES OF DEATH 


In 1948 there were 171,987 registered births in the 
city of New York, of which 157,969 were live births 
and 14,018 stillbirths. There were 211 maternal deaths, 
The figures for 1949 are 172,308 births, 157,914 liye 
births, 14,394 stillbirths, and 201 maternal deaths, 
These are shown, together with causes of maternal death, 
in Table 1. 

Hemorrhage.—It is apparent that hemorrhage con- 
tinues to be the leading cause of maternal deaths in New 
York City. This is contrary to the statistics for the coun- 
try as a whole as reported by the National Office of Vital 
Statistics,' in which the order of frequency was septi- 
cemia, hemorrhage, and toxemia, but it agrees with the 
reports of Gordon * and Barrett *° and with the experi- 
ence in New York City in 1947 as reported by Gold and 
Wallace.' 

In addition to being the chief cause of death, hemor- 
rhage is also notable in that it seems to lend itself to treat- 
ment most readily. The process of bleeding, unlike 
infection and toxemia, may be stopped quickly and the 
lost blood replaced rapidly. The prevention of such 
deaths, therefore, implies the necessary skill to recognize 
the source of bleeding, the implements to arrest it, and 
the blood to replace that which is lost. Because of the 
suddeness of many cases of obstetric hemorrhage, speed 
is the essence of effective treatment. 

In June, 1949, the maternity and newborn division of 
the department of health sent to all hospitals maintaining 
an obstetric service a questionnaire requesting informa- 
tion on the availability of blood and intravenous fluids, 
the prevalence of mandatory blood grouping and typing 
(Rh), and particulars of anesthesia services offered to 
women in childbirth. Of the 106 hospitals with maternity 
services, replies were received from 94, and the informa- 
tion concerning blood is summarized briefly in Table 2. 
There are hospitals in the city that are ill-prepared to 
meet the need for an emergency supply of blood. Those 
hospitals that relied on a central blood bank for their 
blood were asked in the questionnaire to estimate the 
time required to secure this blood. Their replies gave 
estimates of time that were valid under only the most 
favorable circumstances and made little allowance for 
inevitable delays that experience shows are the rule rather 
than the exception. There are other hospitals that may 
have blood on the premises but in which the patient's 
blood must be grouped and typed before compatibility 
can be determined. The diminishing maternal death rate 
is evidence of the increasing efficacy of obstetric care, but 
succeeding reduction may be more difficult to achieve— 
the profession is faced with the law of diminishing te 
turns. Therefore it seems reasonable to assume that elim 
nation of needless and preventable deaths resulting from 
hemorrhage may not be expected unless every hospital 
with a maternity service is equipped at all times to per 
form immediate blood transfusions in emergencies. 

Infection —The diminished incidence of infection @ 
puerperal septicemia is part of the over-all picture of the 
recent tremendous advances in chemotherapy. This has 
caused a remarkable change in the thinking about child- 
birth. In New York City the section of the Sanitary Code 
dealing with hospital maternity care and care of the new 
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born was adopted in 1937. Yet in that relatively short 
time it has become outmoded in certain aspects by its al- 
most exclusive emphasis on prevention of infection as the 
basis. and almost the sole basis, for adequate care of 
maternity patients and newborn infants. In 1948 there 
were 42 deaths caused by infection, and of this group 20 
were caused by postabortal septicemia. In 1949 there 
were 33 deaths caused by infection, of which 20 resulted 
from postabortal septicemia. Thus in 1949, as in 1948 
and 1947 (Gold and Wallace *), septic abortion ac- 
counted for 50% or more of the deaths caused by infec- 
tion. In the matter of embolism a departure has béen 
made from the practice used in purely statistical reports. 
In the health department series whenever the cause of 
death has been certified as pulmonary embolus the oc- 
currence has been regarded as a cardiovascular phenom- 
enon only when death occurred within 24 hr. of delivery 
unless evidence pointed to the existence of frank infec- 
tion before delivery. It is believed that this concept agrees 
more closely with obstetrical experience. 

Toxemia.—One of the surprises of this study has been 
the comparative incidence of toxemia deaths in the two 
years being reviewed. With practically the same number 
of live births, there was an increase in toxemia deaths 
from 22 in 1948 to 31 in 1949. It has been noted both in 
national and in New York City figures for 1947 that the 
maternal death rate of nonwhite patients was three times 
as high as that for white patients. This disparity is evi- 
dent in toxemia deaths. In 1948 deaths from toxemia in 
nonwhite patients occurred in 11 cases (50% ), and in 
1949 deaths occurred in 12 cases (37.5% ). In 1948 the 
percentage of nonwhite births was 12.7. 

This increase in toxemia deaths in 1949, an increase 
both absolute and relative over the number of deaths in 
1947 and 1948, is further evidence of the complexity of 
the whole problem of maternal mortality. The importance 
of hemorrhage has been stressed. Now an apparent ex- 
ception to the general trend of decrease in all categories 
of causes of maternal deaths must be considered. If ready 
availability of blood is to be regarded as the basis of a 
program to reduce deaths from hemorrhage, so might 
adequate antepartum care be regarded as the basis of a 
program to reduce deaths from toxemia. The former is 
more readily understood than the latter, for adequate 
antepartum care is a wide concept and requires the intel- 
ligent cooperation of doctor, nurse, and patient in the 
prevention of a disease whose etiology is not definitely 
proved. So varied are the aspects of good antepartum 
care that the scope of this paper must be limited to the 
suggestion that physicians in both hospital and private 
practice be more thoroughly educated so that they may, 
in turn, educate the patient and secure her cooperation. 
In connection with this study, an attempt was made to 
assess the quality of antepartum care given patients who 
died of toxemia in 1948. It was impossible to arrive at 
a definite conclusion in many cases because of the lack 
of pertinent data. But on the basis of available informa- 
tion it seemed that the majority of such patients re- 
ceived care that was inadequate by present-day stand- 
ards. An outstanding factor was the apparent lack of con- 
cern with weight gain and its regulation. Women have 
gained more than the accepted optimum of 20 Ib. 
(9,000 gm.) without having had toxemia develop, but 
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there is strong suggestive evidence that indicates that sud- 
den and/or sustained gain above the optimum constitutes 
the earliest sign of impending toxemia. 

Careful urinalysis, blood pressure recording, and 
dietary instructions are all well accepted procedures in 
antepartum care. Yet they are sometimes performed in a 
manner that defeats their purpose. For instance, it has 
been found in some hospital antepartum clinics that the 
results of a urinalysis are not known to the physician at 
the time of the patient’s visit. Thus, a patient may have 
albuminuria at the time of her visit, but this will not be 
known to the physician until later. At best, the patient 
may have to be called back for an extra visit, or her con- 
dition may, conceivably, be overlooked. Dietary instruc- 
tion is often either limited to a booklet or pamphlet or 
not given routinely to each patient. 

Some of these aspects may not have been considered 
before, but the whole problem is not new. It has seemed 
so formidable that the medical profession has been in- 
clined to regard much of it as beyond control. The solu- 
tion depends largely on the amount of medical and nurs- 
ing time that can be given each patient. If all the accepted 


TABLE 2.—Supply of Blood in Hospitals and Hospital Policy of 
Routine Blood Grouping and Rh Typing, New York City 


Hospi- 
tals No Blood Bank, Group and 
Answer- No But Blood in Hospital, Rh Type 
ing Blood Organ- Pints on Hand — 
Ques- in ized Not 
tion- Hos- Blood Over Not Re- Re 
Borough naire’ pital Bank 1-4 4-10 10 Stated quired quired 
Manhattan 29 11 6 3 2 2 5 21 s 
Bronx 15 5 1 0 2 5 2 13° 2 
Brooklyn 33 5 3 3 6 6 10 31t 2 
Queens 13 2 1 0 2 5 3 133 0 
Richmond 4 1 1 0 1 0 4 0 


1 
Total.... 4 7 12 19 20 x2 12 


* For Rh test only. ¢ 5 required Rh only. 3 3 required Rh only. 


procedures of good antepartum care could be followed 
each time a patient visited her private physician or hos- 
pital clinic, and if she were given detailed instructions 
concerning her part in maintaining good health, the inci- 
dence of toxemia and maternal deaths from toxemia 
would be markedly reduced. 

Cardiovascular Diseases.—This group contains deaths 
caused by rheumatic heart disease and by a variety of 
vascular lesions such as subarachnoid hemorrhage from 
a congenital aneurysm. Some deaths certified as caused 
by pulmonary embolus are included in this category. 
However, rheumatic heart disease constitutes the bulk 
of these cases and forms a special problem. In 1948 there 
were 18 deaths resulting from rheumatic heart disease, 
and in 1949 there were 22, a relatively small difference, 
although there was an increase from 23 to 33 in the total 
number of cardiovascular deaths. It should be noted that 
in both years these figures include only those deaths that 
occurred during pregnancy, labor or delivery, or within 
one month postpartum. 

Mendelson * has shown that the maximum period of 
strain as demonstrated by decompensation is during the 
seventh and eighth months of pregnancy. Management 
of these pregnancies requires cooperation between ob- 


6. Mendeison, C. L.: Am. J. Obst. & Gynec. 48: 329 (Sept.) 1944, 
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stetrician and internist or cardiologist. The superiority of 
vaginal delivery as opposed to cesarean section has been 
well publicized. In 1948 two of the 18 cardiac deaths 
were of patients who had had deliveries by section. In 
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1949 there were three deliveries by section among the 22 


deaths, and one of these was for associated placenta 


previa. 
Anesthesia.—In 1948 there were 12 maternal deaths 


caused by anesthesia, and in 1949 there were eight. It is 


difficult to determine how complete or accurate these 
figures are. In several of the 1948 cases anesthesia was 
was not mentioned as a possible causative factor on the 


death certificates but was so regarded by the maternal 


welfare committee of the medical society of the country 
in which the deaths occurred. Anesthesia may have been 
a factor in several other deaths of unknown or doubtful 
etiology. As for the anesthetic agents, there were no par- 
ticular combinations, and each of the commoner modes 
of administration, both general and regional, was impli- 


TABLE 3.—Deaths in Third Trimester of Pregnancy, 
New York City 


Combined 
Canse of Death 148 148-1949 


I rite 
12 
Poxemia 
Cardiovasenlar “4 
heart «iseus 13 lt 20 
dither 
Anesthesia 5 
Miscellaneous 12 13 
Extsavestational a9 
Unknown 11 


Total 136 


Taste 4.—Maternal Deaths Associated with Cesarean Section, 
New York City 


of Death 148 149 
Hemorrhage 7 5 
Infection 9 4 

Peritonitis 4 3 
Embolism . 4 1 
Pyelonephritis .. 0 
Toxemia 5 7 
Anesthesia ‘ 4 2 
Rheumatic heart disease... 1 3° 
Other causes 
Thromboeytopenie purpura 1 1 
Lower nephron nephrosis 1 1 
Intrapartum embolism 1 1 
Tuberculosis 0 
Unknown ‘ 2 3 
Total. ver 31 28 


* One patient had placenta previa 


cated at least once—with the exception of pudendal 
block and local infiltration. No attempt is made here to 
estimate the relative danger of anesthetic agents, but it is 
obvious that each drug is potentially dangerous and 
should be administered only by a person well trained in 
its use and competent to deal with any complications that 
may arise. In the discussion of hemorrhage, reference 
was made to the questionnaire concerning blood avail- 
ability and anesthesia service for obstetric patients. It 
was remarkable how varied was the training of the per- 
sonnel who administered obstetric anesthesia. The pre- 
vailing opinion formed as the result of the questionnaire 
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and discussion with hospital personnel was that almost 
anyone (general practitioner, nurse, Or junior intern) 
was administering the anesthetic for an obstetric delivery, 
This is at variance from the practice in all hospitals of 
securing qualified anesthesiologists even for minor pro- 
cedures in general surgery. The medical profession seems 
inclined to overlook the fact that in obstetrics there js 
usually the safety of at least two lives to be considered 
in each case. This study is concerned only with the ma- 
ternal aspect, but, a proper approach to the problem of 
anesthesia can be made only with regard to the health 
and well-being of the infant as well. 

Other Causes of Death.—There is a wide variety of 
conditions associated with maternal deaths that do not 
lend themselves to special study in a general paper. 
Grouped as “Miscellaneous” are such complicating dis- 
eases as tuberculosis, asthma, thyrotoxicosis, leukemia, 
and sickle cell anemia. Grouped as “extragestational” 
are deaths from such conditions occurring more than one 
month postpartum, together with deaths from malignant 
growths whether before or after delivery. The remaining 
causes of death are grouped as “unknown.” These groups 
together comprised 64 deaths in 1948 and 61 in 1949. 

Abortions.—There were 23 deaths associated with 
abortion in 1948 and 22 in 1949. In both years the cause 
of death in 20 cases was infection. Most, if not all, were 
probably criminally induced. 

Ectopic Pregnancy.—There were 16 ectopic deaths in 
1948 and eight in 1949. Two of the deaths in 1948 and 
one in 1949 were caused by infection after laparotomy. 
The remaining deaths were all caused by hemorrhage. 
DEATHS IN THE THIRD TRIMESTER AND PUERPERIUM 

This paper has so far indicated the wealth of material 
available on the whole problem of maternal mortality. 
I have tried to show the relative importance of the fac- 
tors causing maternal deaths and to emphasize a few of 
them. Perhaps these factors can be further emphasized 
by considering the deaths in the third trimester and puer- 
perium—that period during which purely obstetrical 
problems are paramount. This analysis may show how 
well these problems are being dealt with. 

In 1948 there were 128 deaths during this period and 
136 in 1949. They may be grouped by cause as follows: 

Hemorrhage was the first cause of death in 1948, it 
was surpassed by toxemia in 1949, and was first in the 
combined figures for the two years. 

Infection fell from second to fourth place in 1949 and 
in the combined figures. 

The increasing importance of toxemia has already 
been shown in the over-all figures and is further indi- 
cated by the figures for 1948 and 1949 (Table 3). 
Whether this represents a real trend or is merely adventi- 
tious must remain for coming years to determine. 

Deaths from cardiovascular diseases have increased, 
but the increase in death from rheumatic heart disease 
has not been so distinct. 

Anesthesia was not as prominent in 1949 as in 1948, 
but it still remained an important factor. 

The other causes of death remained about equal i 
number. It should be noted that among the unknown 
causes are some that could not properly be assigned even 
after autopsy. 
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Cesarean Section —Cesarean section is singled out 
from other modes of delivery because it is felt that the 
large number of recent cases gives a unique picture: of 
widespread current practice. The usual practice of giving 
compilations of figures from one or more hospitals over 
a number of years cannot have the same significance. 

There were 32 maternal deaths associated with cesa- 
rean section in 1948, of which one is excluded from the 
table because of coincident bilateral carcinoma of the 
ovary with metastases. In 1949 there were 29 such 
deaths, and again one is excluded from the table because 
of coincident carcinoma of stomach and ovaries. The 
causes of death are shown in table 4. 

In table 4 the changes noted before can be seen— 
the slight decrease in hemorrhage deaths, the distinct 
drop in those caused by infection, and the increase in 
toxemia deaths. Under “other causes” the conditions are 
detailed primarily to direct attention to lower nephron 
nephrosis after transfusion with incompatible blood. 
There have been other deaths caused by this, and with 
more extensive use of blood the laboratory work prior to 
transfusions must be done even more carefully. This nec- 
essary care can best be provided if every hospital with a 
maternity service has its own laboratory equipped to per- 
form the relevant hematological procedures under the 
supervision of a qualified pathologist or hematologist 
aided by skilled technicians who are always available. 

These figures on maternal deaths associated with 
cesarean section are of further interest when it is noted 
that in 1948 a total of 6,873 cesarean sections were 
performed in New York City. This gives a section rate 
of 4.27°° . with a maternal mortality rate of 4.6 per 1,000 
live births by section. The incidence of cesarean section 
in the city has doubled in the last 10 years, with conse- 
quences that have been well summarized by D’Esopo.* 
The mortality rate for cesarean sections is one of the 
lowest recorded for so many cases chosen from an un- 
selected group of hospitals. As late as 1945 Stander * 
stated that he believed the maternal mortality rate for all 
cesarean sections throughout the country must be about 
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10%, about 20 times the rate of 4.6 per 1,000 live births 
by section reported here. The maternal mortality rate for 
vaginal delivery in 1948 was 0.66 per 1,000 live births. 


SUMMARY 


The maternal deaths occurring in New York City dur- 
ing 1948 and 1949 are reviewed and compared. 

There were 211 maternal deaths in 1948 and 201 in 
1949, and the numbers of live births for each year were 
also almost equal. The maternal mortality rate was 1.1 
per 1,000 live births in 1948 and 0.9 per 1,000 live births 
in 1949. 

Hemorrhage was the leading cause of death in both 
years: 46 cases (21.8% ) in 1949; 35 cases (17.4% ) in 
1949. Infection accounted for 44 cases (20.9%) in 
1948, 33 cases (16.4% ) in 1949. Toxemia deaths, by 
contrast, were 22 (10.4%) in 1948, and increased to 
31 (15.4% ) in 1949. 

A brief study is made of deaths in the third trimester 
of pregnancy agd puerperium with special reference to 
cesarean section. There were 6,873 cesarean sections 
performed in New York City in 1948. The cesarean sec- 
tion rate for 1948 is 4.27%, and the section maternal 
mortality rate is 4.6 per 1,000 live births. 

Based on this review and on other information, the 
following suggestions are made toward the reduction of 
maternal mortality: 

1. The maintenance of adequate supplies of blood in 
all hospitals with maternity services. 

2. Routine blood grouping and Rh typing early in 
pregnancy. 

3. More extensive application of all knowledge relat- 
ing to adequate antepartum care with particular refer- 
ence to the prevention of toxemia. 

4. Wider use of cardiologic consultation. 

5. Reexamination of anesthesia administration for 
obstetric delivery. 


116 E. 68th St. 


7. D’Esopo, D. A.: Am. J. Obst. & Gynec. 58: 1120 (Dec.) 1949. 

8. Stander, H. J.: Textbook of Obstetrics Designed for the Use of 
Students and Practitioners, ed. 3, New York, D. Appleton-Century Com- 
pany, Inc., 1945, p. 1104. 


DETECTION OF 


CHRONIC DISEASE 


Morton L. Levin, M.D., Albany, N.Y. 


The term “detection” has been used in medical litera- 
ture in a number of ways. It has been taken to mean early 
clinicai diagnosis, diagnosis of disease in apparently well 
Persons, and the application of screening tests for early 
diagnosis. It is useful to confine the term to the identi- 
fication of disease which is not causing symptoms or 
manifest illness. Detection is thus a variety of diagnosis." 
It Is to be distinguished from the usual form, clinical 
diagnosis, since this is the determination of the nature 
of disease that is already producing symptoms or illness. 
The two forms of diagnosis may be contrasted by saying 
that clinical diagnosis is identification of disease for 
which the patient seeks help; detection is diagnosis of 
disease of which the person is not aware and thus for 
which he is not seeking help. 


Detection, however, in a very real sense has its oldest 
and most extensive application in clinical medicine, when 
the physician, examining a patient, looks for disease 
other than that which is responsible for the presenting 
illness. The extent to which this is done distinguishes the 
thorough from the superficial practice of medicine. I can 


Formerly Director of the Commission on Chronic Illness, Chicago; 
Assistant Commissioner for Medical Services, New York State Depart- 
ment of Health. 

Presented at the 47th Angual Meeting of the National Tuberculosis 
Association, Cincinnati, May 17, 1951. 

The statements and conclusions in this paper do not necessarily reflect 
the opinion or policy of the Commission. 

1. The Committee on Early Detection and Screening in Medical Prac- 
tice at the National Conference on Chronic Disease (Commission on 
Chronic Illness), Chicago, March 12 to 14, defined detection as “the 
identification of ordinarily unrecognized disease or defect by application 
of screening tests, examinations and diagnostic procedures.” 
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recall a striking example of the failure to practice clinical 
detection: A woman was examined within a few months 
by a distinguished surgeon because of a thyroid enlarge- 
ment and by an eminent cardiologist because of symp- 
toms of heart failure; both examinations failed to detect 
a malignant tumor in the right breast, which was 
diagnosed by a general practitioner a few weeks later. 
Possibly, had the tumor been in the left breast, the 
cardiologist might have detected it during the course of 
his examination. Had this diagnosis been made as part 
of a screening program or in a detection clinic, it would 
have been an example of nonclinical detection. 

There are thus two chief varieties of detection, clinical 
and nonclinical, and both are forms of definitive diag- 
nosis. “Screening,” which is sometimes mistakenly used 


Taste |.—Mortality from Chronic Disease, United States, 1948* 


Cnuse of Death .« Nuinber Per Cent 
All canses 1444 387 100.0 
Chronic diseases 1,127,228 78.0 


Detectable chronic diseases 0.046 
* Deaths and crude death rates fc 


Publie Health Ser 
May 1 1) 


TaBLe 2.—Deaths from Detectable Chronic Diseases, 
United States, 1948* 


Number of 
Disease Deaths 
(hronie epl tis 
Respiratory tubers 10.490 
Diabet mellitus 
ich 
Breast 
Ut 17,120 
Lut 16,331 
Prostate 11 
Reetum and a 1S 
Skin “is 
Lip, t 1 th 7 
Serotun t penis mn 
Vagina, vulva is 
Heart «i 
Chro lar 
Congenital mhations 
Syphilis 11.616 


prostate 


Hypertrophy 
Nonmalignant tumors of uterus . 1,124 
Epilepsy ‘ Limit 
Idiopathic hypertension ‘ an 
Others 


* For source see footnote to Table 1 


as synonymous with detection, is the application of pre- 
sumptive tests to determine whether there is a need for 
the application of more definitive diagnostic procedures. 
It may be used in clinical diagnosis, in clinical detection, 
or in nonclinical detection. Screening is not a form of 
diagnosis but one of the steps toward diagnosis. Diag- 
nosis is of course a medical judgment or decision and can 
be reached only by one qualified to render such judgment 
—a physician. 

To complete this attempt at a definition, it is necessary 
to point out that although detection is early diagnosis 
it is not the same as early clinical diagnosis. Early clinical 
diagnosis refers to the identification of the nature or 
cause of illness early in its clinical course, i. e., as soon 
as it produces symptoms or illness. Detection, on the 


2. Clinical (G. Kline, bed): pertaining to the symptoms and course of 
a disease as observed by the physician, in opposition to the anatomic 
changes found by the pathologist. (New Gould Medical Dictionary, 1949.) 

3. Health Needs and Health Care in Michigan, Special Bulletin 365, 
June, 1950, Michigan State College, East Lansing, Mich. 


rr each canse: United States, 1946-1948, 
Vital Statistics Special Reports, Federal Security Ageney, United States 
National Office of Vital Statisties, Vol. 35, No. 11, 
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other hand, is the diagnosis of disease before the clinical 
course has begun.* 

We have now, in attempting to clarify the subject of 
detection, distinguished three different types of diagnosis, 
or identification of disease, early clinical diagnosis, clipj- 
cal detection, and nonclinical detection—and a fourth 
procedure, screening, which may be used in connection - 
with any of the three. The distinction between the three 
diagnostic processes is justified since they refer to three 
different situations. For example, with reference to tuber- 
culosis, early clinical diagnosis can be practiced only on 
persons who have symptoms of tuberculosis, clinical 
detection on persons who have symptoms suggestive of 
some other disease, and nonclinical detection on persons 
who have no symptoms. In any of these three, one may 
proceed directly to procedures leading to definitive diag- 
nosis, such as taking a 14 by 17 in. chest roentgenogram 
Or a sputum examination and culture, or the screening 
procedure for tuberculosis, which is the taking of a small 
photofluorographic chest x-ray, may precede these. 

In the control of disease, particularly chronic disease, 
all these types of diagnosis must be considered. The first, 
early clinical diagnosis, does not belong in theory to the 
subject of detection; in practice it has been found that 
some people attend centers for nonclinical detection 
because of the presence of symptoms. This in part 
accounts for the higher than expected number of cases 
of disease often found among the presumably “well” 
persons examined at detection centers. Although persons 
with symptoms of disease do not, strictly speaking, be- 
long in a detection center, they do go there, and to that 
extent a detection center serves to advance early clinical 
diagnosis. This may indeed be its most important func- 
tion. For many important chronic diseases no reliable 
detection procedures are known, and early clinical diag- 
nosis is the chief control method. The “yield” of new 
cases found is highest in this procedure, and it is prob- 
ably still the most important single control measure in 
chronic disease. The medical literature continues to 
groan with complaints from various specialists on how 
late in the course of disease patients reach them. The 
validity of these complaints, expressed in terms of the 
general population, is supported by a recent state-wide 
study in Michigan.* In this study of a sample of the popu- 
lation (exclusive of Wayne County, Michigan), 41% 
had one or more of 26 symptoms indicative of chronic 
disease, and of these one in three, or 14% of the popu- 
lation, had received no medical care whatever during 
the six months preceding the survey. If this study is at all 
representative of the whole country, it would indicate 
that additional efforts to achieve early clinical diagnosis 
of chronic disease are needed with respect to approxi 
mately 21 million persons in the United States. 


DETECTABLE CHRONIC DISEASE 


Some further indication of the importance of the 
chronic d: eases today is given by the fact that almost 
four out of five deaths occurring in the United States im 
1948, or 1,127,228 deaths (Table 1), were attributed 
to a chronic disease. Of these about one-fourth, or one 
out of every eight deaths, were caused by a disease which 
could be considered detectable (Table 1). The diseases 
considered detectable in this analysis are shown in Table 
2. Both the feasibility and the ultimate value, to the p@ 
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tient and the community, of detecting each of these 
chronic diseases vary. Certainly, with respect to pulmon- 
ary tuberculosis, syphilis, and certain forms of cancer 
and heart disease, the importance and value of detection 
is well established. With respect to many other of the 
diseases listed, what would be gained, in prolongation of 
life and prevention of progression of the disease process, 
by bringing these diseases under medical care before they 
cause symptoms is not so much questioned as not pre- 
cisely known. The necessary data to determine this can 
best be gathered by detection and long-term observation 
of a sufficiently large and representative sample of such 
cases. Thus, in many instances, determination of the 
value of detection depends on giving it an organized, 
systematic trial. 

’ The number of deaths from detectable chronic disease 
is not necessarily a good index of the number of cases 
at a detectable stage which exist at any given time. Many 
important chronic defects and diseases do not appear in 
mortality statistics. Also, annual mortality is not usually 
an accurate index of annual incidence. Even if it were, 
one must remember that the number of new cases of a 
detectable chronic disease which can be discovered dur- 
ing the first examination of a population is a product of 
the incidence of the disease and the length of the detect- 
able period. If this detectable period exceeds one year, 
the number of cases found during the first examination 
is correspondingly increased. For example, from data 
on the annual incidence of carcinoma of the uterine 
cervix (a detectable form of cancer) the number of new 
cases expected in a representative group of women over 
40 yr. of age would be 62 per 100,000, or approximately 
16,000 cases if the entire female population of this coun- 
try were examined.* However, there is evidence that 
carcinoma of the uterine cervix may remain in the non- 
clinical but detectable stage for as long as five years. This 
would increase the number of cases expected at first 
examination to 310 per 100,000, or 81,000 cases in the 
entire female population over 40 yr. of age. At a subse- 
quent examination of the same group, however, the new 
cases found should approximate the annual incidence, 
assuming that examinations were made at yearly inter- 
vals. We have little data regarding the duration of the 
detectable period for most chronic diseases. Information 
on this point would be a valuable by-product of further 
experience in detection of disease in large samples of the 
population. 

Estimates of the prevalence of detectable chronic dis- 
eases or defects also will necessarily vary with the number 
of conditions included, the age and sex distribution of 
the population considered, and the basic figures on inci- 
dence of the various diseases and defects employed. In 
Table 3 are presented two such estimates and one figure 
based On actual experience in a multiple-detection proj- 
ect involving 235,191 persons in Atlanta.* The estimates 
vary from 27 to 260 per 1,000 persons. The estimate of 
Chapman “* is for persons 15 yr. and over. If visual de- 
fects, hearing loss, and obesity are included, Chapman 
estimates that 976 diseases or defects (not persons) 
would be found per 1,000 persons examined. Without 
these conditions Chapman’s estimate is 260 per 1,000 
Persons, and this is somewhat higher than the observed 
number of 208 per 1,000 found in the Atlanta detection 
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project reported by Bowdoin.*” The latter figure includes 
the tests and conditions listed in Table 4. 

If dental defects in need of treatment are included, the 
Atlanta figure becomes 418 per 1,000 persons examined. 
Smillie °° estimates that, in an “adult” population, previ- 
ously undetected cases of active tuberculosis, active 
syphilis, heart disease, cancer, diabetes, and “other 
serious diseases,” would total 27 to 47 per 1,000. These 
estimates are probably closer to what might be expected 
in an unselected white population at first examination. 
However, the practical facts are that, until the entire 
adult population is examined, most detection programs 
will be, in effect, first examinations, and most groups 
examined will not be unselected samples of the popula- 
tion. Whether we consider the minimum estimate of 27 
or the maximum of 418 cases of significant chronic dis- 
ease and defect found by detection examinations, there 
can be little doubt that to find these cases and bring them 
under medical care would be a substantial contribution 


TasLe 3.—Some Estimates of Detectable Chronic Disease 


Estimated 
Number 
per 1,000 
Author Examined Conditions Excluded 
Visual and hearing defects and obesity 


210 per 1,000 in need of dental care 


Chapman, A. L 260 
Bowdoin, C. D 


Smillie, W. “Serious pathological” 


TABLE 4.—Findings in the Atlanta Detection Project 


Procedure Incidence (%) 


Venipuncture 
Syphilis 
Blood sugar over 170 mg 
Hemoglobin below 10-11 meg 
Chest X-ray 
Tuberculosis 


Other chest abnormalities 
Oral and dental examination * 
Tumors or precancerous lesions 
Total 
* Twenty-one per cent (not included in the table) were in need of imme- 
diate dental treatment. 


to the better control of chronic disease. Two questions 
are frequently raised with respect to this objective: 1. 
Can it best be accomplished by clinical detection or non- 
clinical detection? 2. Should detection programs be con- 
centrated on single diseases, as in the past, or should 
tests for several diseases or conditions be applied at a 
single examination? 


MULTIPLE OR SINGLE DETECTION 


Some detection procedures, though aimed at a single 
disease, are inherently or potentially multiple by reason 
of the kind of examination required to detect that dis- 
ease. For example, in cancer detection a fairly complete 
examination is needed because cancer may affect any 
part of the body. Consequently, cancer detection centers 
discover many non-neoplastic as well as neoplastic con- 
ditions and are, in effect, “multiple” detection centers. 


4. Based on annual incidence rates furnished by the New York State 
Department of Health, Bureau of Cancer Control, 1945-1947. 

5. (a) Chapman, A. L.: Concept of Multiphasic Screening, Public 
Health Reports 64: 1311 (Oct. 21) 1949. (b) Bowdoin, C. D.: Results of 
Screening Survey of 235,191 Persons, Atlanta, Georgia, to be published. 
(c) Smillie, W. G.: Multiphasic Screening Tests, J. A. M. A. 145: 1254 
(April 21) 1951. 
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In chest roentgenographic surveys, although examina- 
tion of the roentgenogram is often limited to determi- 
nation of the possible presence of significant tuberculosis, 
the same roentgenogram can be used to look for evidence 
of lung tumors and abnormal heart shadows. The inclu- 
sion of tests for several detectable diseases, such as 
tuberculosis, syphilis, heart disease, diabetes, and cancer, 
in a single examination session is a logical expansion of 
the single-disease-screening technique. The first organ- 
ized attempt to conduct multiple screening and detection 
was carried out in 1949 at San Jose, Calif., as a joint 
project of the County Medical Society, the State Depart- 
ment of Health, and the City Department of Health." It 
has since then been extensively applied on a mass scale 
in the cities of Richmond, Va., and Atlanta and in the 
state of Alabama.’ 

A number of objections or questions have been raised 
with respect to multiple screening or multiple detection. 
One such objection is that many borderline deviations 
from some arbitrary norm may be uncovered whose 
clinical significance is doubtful or uncertain. The same 
objection might, of course, be raised to single-disease 
screening or, for that matter, to many diagnostic tests 
or procedures employed in clinical medicine. So long as 


Taste §5.—Number of Opportunities in Which to Carry Out 


Detection of Chronic Disease 
Estimated 
Number of Per- 
sons Concerned 


Early clinical diagnosis 
Persons with symptoms not under medical care... 21,000,000 
Clinical deteetion 
General hospital admissions in 1950°*......... 15,800,000 
* Arestad, F. H.. and MeGovern, M. A.: Hospital Service in United 
States, J. A. M. A. 146: 100 (May 12) 1951 


final interpretation of the test rests with the physician, 
we may rely upon him to exercise the same skill and 
judgment in this situation as he would exercise in the 
clinical setting. Another objection which has been raised 
is that wide-scale multiple testing would prevent the 
otherwise more successful application of single-disease- 
screening tests. This may be true in some communities. 
It has not been found true in others (such as Atlanta) 
where mass multiple screening has been tried and widely 
accepted. 

Whether or not detection, or its screening phase, 
should be single or multiple would seem to depend on 
the primary purpose of the procedure. One may conceive 
of situations in which it would be necessary, or at 
least desirable, to concentrate on a single disease. For 
example, tuberculosis may be the major health problem 
in a community, and all available health resources may 
be needed to attack it alone. Or, one may wish, for pub- 
licity or fund-raising purposes, to focus public attention 
on a single disease. If the purpose of detection is health 
maintenance and the prevention of chronic illness, then 
it would seem reasonable to include in the detection 
examination, as a minimum, all procedures and tests 
known to provide reasonably accurate evidence of the 


6. Breslow, L.: Multiphasic Screening Examinations: Extension of 


Mass Scr ing Technique, Am. J. Pub. Health 40: 274 (March) 1950. 
7. Chapman, A. L.: Multiple Screening: The Why's and Wherefore’s, 
Health News, New York State Department of Health 28: 3 (April) 1951. 
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presence of diseases for which effective control measures 
are known. Others might be added for investigative 
purposes. 

One gains the impression that a good deal of the 
objections to mass multiple screening rest on two factors: 
(a) its widespread application to the apparently well 
population and (b) the possibility that it may be applied 
chiefly by governmental health agencies, e. g., health 
departments, and thus woufd represent an extension of 
the scope of governmental health programs. The first 
objection is hardly valid if it can be shown that the appar- 
ently well population would benefit from the application 
of multiple screening. The validity of the second objec- 
tion depends on the relationship between the voluntary 
health agencies, including the medical profession, and 
the official health agencies in a given community and 
may be considered a matter for local option. From the 
standpoint of medical ethics, it would be difficult to de- 
fend, as a general principle, the viewpoint that would 
oppose any new health measure, regardless of its public 
health value, simply because it would be carried on bya 
governmental health agency. However, there is no reason 
why multiple screening could not be carried out by hos- 
pitals, voluntary health agencies, health departments, the 
organized medical profession, or all of these agencies 
together. Certainly in clinical detection, when the objec- 
tive is to obtain all pertinent information regarding the 
health status of the patient, the physician should prefer 
to apply all the detection tests which are practicable and 
useful. 

CLINICAL DETECTION 

The opportunity for the practice of clinical detection 
of chronic disease, in people who seek medical care for 
illness, is indicated by the number of persons who visit 
a physician or are admitted to a hospital during a given 
period. Table 5 shows some estimates of these numbers, 
derived from the study of Michigan health needs * and 
the data of the Council on Medical Education and Hos- 
pitals of the American Medical Association on hospital 


_admissions. Since there is probably a good deal of dupli- 


cation in the statistics of these two reports, it would prob- 
ably be conservative to say that within a 12 mo. period 
an opportunity to carry out detection of chronic disease 
exists for approximately 50 million persons, or one-third 
of the population. 

At the recent National Conference on Preventive 
Aspects of Chronic Disease, held in Chicago, March 12 
to 14, 1951, the Committee on Early Detection and 
Screening in Private Practice concluded that “the best 
way to detect chronic disease in its early stages is for 
every doctor to practice detection in his own office.” The 
committee recommended that office examinations fot 
detection of chronic disease include a history; physical 
examination; tests for visual acuity, hearing loss, 
increased intraocular pressure; laboratory examination 
of a blood sample for the hemoglobin and glucose con- 
tent; serologic examination for syphilis; x-ray of the 
chest, and urinalysis. It was recommended also that de- 
tection procedures be applied to all members of a family 
in which there was discovered a case of rheumatic fever, 
diabetes mellitus, hypertension, arteriosclerosis, 
ness, deafness, epilepsy, tuberculosis, or syphilis. 
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Recognizing that this type of examination is an ideal 
difficult to achieve under present conditions, the com- 
mittee went on to say: 

the tremendous demands on the doctor's time and the 
great expense of doing many of these procedures on an individual 
basis require the development of techniques which will lighten 
the burden on the doctor and be economically feasible. Such 
techniques are utilized in mass screening. Since the 
doctor must follow through suspicious cases to definitive diag- 
nosis and treatment, it is important that mass screening pro- 
grams for communities be cooperative ventures with the physi- 
cian assuming a major responsibility.* 


Thus. in effect, the committee’s conclusion may be 
interpreted as a recommendation that clinical and non- 
clinical detection be combined, with the detection center 
serving both as a laboratory facility to which the physi- 
cian can refer his patients for scseening tests and as a 
means of examining persons who otherwise would not 
seek medical attention and referring them, when indi- 
cated, to the physician for definitive diagnosis and care. 

The extent to which clinical detection is now being 
practiced is unknown. Two notable examples of its 
present practice are the routine chest x-ray examination 
some hospitals give to all patients on admission and the 
periodic health examinations some group health plans 
provide for their clients. The private practitioner of 
medicine, however, has not been stimulated to utilize 
either single or multiple nonclinical-detection projects as 
facilities to which he can refer patients in the first in- 
stance. This may be due, to a great extent, to the pre- 
occupation of the voluntary and official agencies spon- 
soring detection projects with the apparently well popu- 
lation. 

We must now consider whether greater gains in the 
control of chronic disease might not be achieved by 
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shifting some of the emphasis from nonclinical to clinical 
detection. This would involve cooperative planning on 
the part of the voluntary and official health agencies in 
pooling their resources to establish detection centers to 
which physicians could refer patients for rapid screening 
for those chronic diseases for which reliable screening 
procedures already exist. Such centers could be used, 
also, for nonclinical detection at periodic intervals. They 
could serve as research centers for the evaluation of new 
screening tests. 

Concentration of our efforts on clinical as well as non- 
clinical detection would avoid the greatest psychological 
hazard which the latter presents, the danger of convert- 
ing the frame of mind of an apparently healthy person 
to that of a patient’s. Since a large proportion of the 
population voluntarily seeks a physician’s advice each 
year, it would seem logical to use every effort to encour- 
age the physician to utilize facilities for the detection of 
chronic disease as a minimum and basic service which 
he can offer each patient. With proper safeguards as to 
referral of patients and confidential record-keeping and 
reporting, such a service should be entirely acceptable to 
most physicians. 

Since such a service should be as inclusive as possible, 
it should offer a project in which all voluntary and official 
agencies concerned with the detectable chronic diseases 
could reasonably join forces. This would undoubtedly 
increase the effectiveness of individual programs. It 
would also constitute an important step toward further 
cooperative efforts in the solution of the many other 
problems common to the chronic diseases. 


39 Columbia St. 


8. Proceedings of the National Conference on Chronic Disease: Pre- 
ventive Aspects, Commission on Chronic Illness, to be published. 


PERIODIC 


PARALYSIS 


A REPORT OF THREE CASES 


E. M. Hammes, Jr., M.D., St. Paul 


There is perhaps no more challenging problem seen 
by the general practitioner or neurologist than that pre- 
sented by the patient who is first examined a few hours 
or days after the onset of an acute flaccid paralysis, 
which may be confined to part of one extremity or may 
be so generalized as to threaten the patient’s life by 
involvement of the respiratory muscles. Several of the 
disease processes capable of causing this clinical picture 
respond rapidly to specific therapies. There is, accord- 
ingly, a marked responsibility upon the physician who 
first sees such a patient to arrive as rapidly as possible 
at an accurate diagnosis and to institute specific cor- 
rective measures when such are available. 

Most patients with acute paralysis suffer from one of 
three conditions: poliomyelitis, hysteria or the infectious 
polyneuritis of Guillain-Barré. A smaller percentage have 
Postdiphtheritic neuritis, myasthenia gravis, some forms 
of toxic neuritis, tic paralysis, porphyria, necrotizing 
myelitis or the disturbance of potassium metabolism 
known as periodic paralysis. 


Periodic palsy was first described in 1727 by Mus- 
grave ' of London, in a report of a case of “a periodical 
palsy” in a 21-year-old female who was first seen by 
him in 1687. The familial and hereditary characteristics 
were first described, in 1882, by Shakhnowitsch and the 
existence of a lowered serum potassium concentration 
during an attack by Biemond and Daniels,” in 1934. The 
disease is admittedly rare, there being somewhat more 
than 400 cases reported in the literature. The following 
cases are reported to emphasize the necessity of con- 
sidering periodic paralysis in the differential diagnosis 
of any case fitting into the group of acute flaccid palsies 
described above and to suggest a prompt therapeutic trial 
of potassium salts in any such case in which the cause 
is obscure. 


From the Department of Neurology, the University of Minnesota Medi- 
cal School. 

1. Musgrave, W.: “A Periodic Palsy,”” London, Phil. Trans. & Coll. 
to the End of the Year 1700, 1727, quoted by Talbott, J.: Periodic 
Paralysis: A Clinical Syndrome, Medicine 20; 88, 1941. 

2. Biemond, A., and Daniels, A. P.: Familial Periodic Paralysis and Its 
Transition into Spinal Muscular Dystrophy, Brain 57: 91, 1934. 
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The condition occurs more commonly in males, in 
whom about 75 per cent of the cases are found. As a rule 
the onset is in adolescence, although cases have been 
reported as early as 6 months * and as late in onset as 
53 years.* The attack commences, usually without pro- 
dromal symptoms, in one or several extremities and ex- 
tends in an irregular fashion. There is no typical pattern, 
and the severity of the palsy may vary from a mild weak- 
ness of one muscle group to a profound quadriplegia with 
respiratory paralysis. Even in the history of an individual 
patient the pattern of paralysis may vary tremendously in 
extent and severity from attack to attack. It is generally 
held that the paralysis appears during or after sleep. The 
muscles supplied by the cranial nerves are, as a rule, 
spared, a point of considerable significance in the clinical 
differential diagnosis of this condition from myasthenia 
gravis. On examination the positive findings are confined 
to a flaccid paralysis with diminution or loss of tendon 
reflexes in the involved areas. Sensation and mental func- 
tions are unimpaired. The disease tends to become less 
severe with age. Pregnancy has a favorable effect in re- 
ducing the frequency and severity of attacks. The mor- 
tality rate of about 10 per cent results from paralysis of 
the respiratory musculature. 


REPORT OF CASES 


Case 1.—M. A. P., a 27-year-old white man, was admitted to 
Brooke General Hospital, San Antonio, Texas, Sept. 5, 1944, as 
one of a group of five patients who were brought from a nearby 
town, all with diagnoses of poliomyelitis. The patient had awak- 
ened the morning of Sept. 4 with weakness of his legs. Later in 
the day the paralysis ascended to involve the trunk, arms and 
finally the respiratory muscles. Examination on the first day of 
illness showed a flaccid paralysis of all extremities without sen- 
sory changes, mental symptoms or evidence of meningeal irri- 
tation. All tendon reflexes were diminished, and the patellar 
reflexes were absent bilaterally. There were no pathologic re- 
flexes. Spinal puncture yielded clear fluid under normal pressure 
and with only 10 lymphocytes per cubic millimeter. Because of 
the respiratory difficulty and deep cyanosis which developed 
during the night of Sept. 4, the patient was given oxygen and 
flown to the hospital, where a respirator was available. In the 
next 48 hr. his condition remained unchanged in the respirator 
except for the disappearance of the cyanosis. 

On Sept. 5 the oral temperature rose as high as 101.6 F. An 
x-ray of the chest showed an area of increased density in the left 
base, apparently atelectatic in nature. On Sept. 7, some 72 hr. 
after the onset of his symptoms, he rather suddenly recovered 
muscle strength and was able to breathe normally outside the 
respirator. Attempts prior to this to remove him from the respir- 
ator had invariably resulted in marked respiratory distress and 
the appearance of cyanosis. Examination on Sept. 7 showed 
muscle power to be normal and all tendon reflexes to be equal 
and active. The Babinski sign, previously negative, was now posi- 
tive bilaterally and remained so until Sept. 26, approximately 
three weeks later. 

His past personal history was noncontributory; the patient 
denied any previous episodes of paralysis, and there was ‘no pre- 
vious history of injury or any illness suggestive of infection of 
his central nervous system. The family history revealed that 
the patient is the tenth of twelve siblings. Three of his elder 
brothers have been subject to episodes of periodic paralysis, 
developing during the night or early morning and lasting 12 to 
48 hr. In every instance the onset of symptoms occurred when 


3. Buzzard, E. F.: Three Cases of Familial Periodic Paralysis, Lancet 
2: 1564, 1901. 

4. Kramer, W. W.: Zur Frage der periodischen Paralyse der Extremi- 
titen, Russ. med. Rund. 6: 453, 1908. 
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the patient was approximately 20 years of age. Two brothers, 
who are over 40, have had no attacks since the age of about 35 
The father’s side of the family is negative. The patient's mother, 
one of her sisters and three of her brothers suffered from simila 
attacks of transient paralysis. There were other maternal aunts 
and uncles, the exact number not known, who were not subject 
to this disorder. The maternal grandparents were apparently free 
of the disease. 

Between the first attack and the time of discharge from the 
hospital, on Dec. 15, 1944, the patient had five further episodes 
of transient weakness. Two of these involved the right arm and 
shoulder, with winging of the scapula; one involved both shoul. 
ders, and two involved the right arm and shoulder as well as the 
dorsiflexors of the ankles and the muscles of the trunk and 
pelvis. During the latter two attacks the patient walked with a 
bilateral drop foot and a waddling gait. Tendon reflexes in the 
involved areas were invariably absent during the period of par- 
alysis. The neurologic examination otherwise was negative in 
each attack. At no time was there any pain, ataxia or sensory 
change. All attacks were first noted by the patient on awakening 
in the morning; however, the paralysis progressed during the 
day. The following treatment was instituted in the last three 
attacks: The patient was given potassium chloride by mouth, ina 
dose of 4 gm., followed in 30 min. by 2 gm. On each of these 
three occasions, marked objective and subjective improvement in 
muscle strength was noted from 30 to 45 min. after the first dose 
of potassium chloride, with complete recovery in approximately 
three hours. 

It is interesting to note that, even with therapy, the tendon 
reflexes returned to normal much more slowly than did muscle 
strength; diminution of reflexes could often be demonstrated for 
as long as 24 hr. after an attack had subsided. 

Serum potassium studies were carried out at frequent inter- 
vals. Four determinations were made when the patient was 
symptom-free, and varied from 18.1 to 22.7 per cent. Deter- 
minations made during the early hours of the last three attacks 
showed serum potassium levels of 12.8, 13.9 and 11.4 mg. per 
100 cc. respectively. An electroencephalogram during one attack 
was normal. Attempts were made to precipitate an attack by 
means of a high carbohydrate intake for 24 hr., followed by the 
injection of 10 minims (0.6 cc.) of epinephrine hydrochloride 
subcutaneously. This was unsuccessful. 

On Dec. 6, 1944, a daily dose of 3 gm. of potassium chloride 
at bedtime was prescribed, and the patient advised to avoid ex- 
cessive ingestion of carbohydrates. One week later he had a mild 
attack affecting the arms and shoulders and lasting only six 
hours. Thereafter the patient voluntarily doubled his evening 
dose to 6 gm. of potassium chloride and has continued on this 
dose. A follow-up report from the patient in September, 1948, re- 
vealed that he had had an occasional attack while taking his 
medicine; on several occasions he has stopped the maintenance 
dose of potassium chloride, and on each of these an attack of 
paralysis affecting various parts of his body has developed within 
a week but never in the severity of the initial attack. 


Comment.—The presence of fever during the initial 
acute attack and the later development of bilateral 
Babinski reflexes raised in our minds at the time the 
possibility of an infectious central nervous system illness. 
In retrospect, however, it seems apparent that the fever 
was due to the pulmonary atelectasis which had been 
precipitated by respiratory paralysis. It seems likely, 
further, that the positive Babinski reflexes were the result 
of cerebral anoxia on the same basis of respiratory dis- 
tress; it must be remembered that the patient was cy 
notic for a rather long period of time prior to being 
placed in the respirator. ' 

The ease with which a mistaken diagnosis of polio- 
myelitis can be made in periodic paralysis is apparett 
from this case. This is of course particularly true if the 
patient has an attack in the late summer in an area W 
poliomyelitis is epidemic, as was the situation in this cas. 
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Case 2.—A. H. W., a 25-year-old white man, was admitted 
to the same hospital on Jan. 10, 1945, also with the diagnosis of 
acute poliomyelitis. He gave a history of having awakened on 
the previous morning with weakness of the legs and paralysis 
of his arms and hands. By that evening he had noted weakness 
in coughing and difficulty in clearing his throat, but there was no 
cyanosis or respiratory distress. Examination on the evening of 
Jan. 9 revealed complete paralysis of the arms and hands and 
marked paresis of the trunk and legs, with absence of tendon 
reflexes throughout. He was mentally clear; there was no stiff- 
ness of the neck, soreness of the muscles or fever. Spinal fluid 
examination revealed one cell and a protein of 65 mg. per 100 cc. 
Two days later, a second spinal fluid examination was negative, 
with two cells and a total protein of 44 mg. Pressure studies and 
determination of colloidal gold curve, Wasserman reaction and 
globulin content were normal on both fluids. Examination some 
36 hr. after the onset of symptoms showed the strength in the 
arms sufficiently improved to permit him to use these muscles 
along the surface of the bed but not against gravity. He was un- 
able to move his legs or change his position in bed and could not 
lift his head off the pillow. His cough was very weak, but there 
were no other signs of bulbar involvement. Reflexes were absent 
in the arms, the external hamstrings, the right Achilles tendon 
and the left internal hamstrings. The remaining reflexes in the 
legs were hypoactive but present. The patient denied previous 
attacks and stated that his family history was negative. Blood 
was taken for serum potassium determination, later reported 
to be 21.6 mg. per 100 cc. The patient was given immediately 
6 gm. of potassium chloride by mouth in two divided doses, 
one-half hour apart. He noted rapid improvement beginning at 
the time of the second dose and felt his strength to be normal 
some two hours after the last dose, at which time he was able to 
be up and around, walking normally. A detailed muscle ex- 
amination the following morning revealed no demonstrable 
weakness of any muscle group, and all reflexes were equal and 
active. The cough was strong. 

The next day the patient gave the following corrected family 
and past history: He stated that on two previous occasions, while 
in military service, he had had similar episodes of paralysis and 
had been classed as a malingerer and reprimanded. His first 
attack was at the age of 24. The family history showed that the 
patient was a twin and one of four siblings. An elder brother 
and his twin sister were apparently normal and free of paralysis. 
An older sister died in infancy, of unknown cause, unassociated 
with paralysis. The mother and the maternal side of the family 
had no symptoms of muscle weakness. The patient's father and 
paternal grandfather suffered from periodic episodes of transient 
paralysis, coming on in the morning, usually after exposure to 
cold weather on the previous day, and lasting some 48 hr. In 
both, these attacks began in the second decade of life. The pa- 
tient’s father had a cousin who died at the age of 21, as the 
result of a rapidly developing paralysis. Since the age of 19, the 
patient had been subject to transient attacks of weakness lasting 
approximately 48 hr. and occurring once or twice a year. These 
were usually quadriplegic in distribution, but occasionally in- 
volved a single extremity or two extremities. As was the case 
with other members of his family, the patient was of the opinion 
that exposure to cold weather would tend to precipitate an attack 
the following day. He had been treated by a local physician 


= to his induction into the Army, but no diagnosis had been 
made. 


The patient's hospital course, following recovery from the 
symptoms for which he was admitted, was uneventful. Attempts 
(0 precipitate an attack with a high carbohydrate diet and sub- 
cutaneous injection of epinephrine hydrochloride as in the pre- 
“lous case, were unsuccessful. At the time of his discharge the 
Patient had been symptom-free for four weeks. Because of the 
infrequency of his attacks and because the patient objected stren- 
uously to taking drugs daily, it was not considered advisable to 
Prescribe regular doses of potassium salts. He was given capsules 
of potassium chloride to carry with him, to be taken immediately 
On the development of paralytic symptoms, and was placed on a 
low carbohydrate diet. Attempts to obtain follow-up data on this 
Patient were unsuccessful. 
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Comment.—It should be noted that the patient’s 
symptoms were improving at the time he was given 
potassium salts by mouth. In all probability he would 
have made a spontaneous recovery within the nevt 24 
hr. However, the promptness and completeness of his 
improvement a few hours after the injection of potassium 
salts indicates the beneficial value of the drug in his 
condition. 


In view of the incrimination of exposure to cold as an 
inciting factor, it is of interest to note that many patients 
report their attacks to be more frequent in winter than in 
summer.° 


Some comment should also be made on the fact that 
this patient, for what he considered good and sufficient 
reasons, elected to conceal from the physicians his past 
and family histories, either or both of which would have 
been extremely helpful in making the diagnosis. Distor- 
tion of the history by the patient for any reason, or in- 
ability to give an accurate history because of profound 
weakness, as was the situation in case 1, may deprive 
the examining physician of his most useful clue in arriv- 
ing at the correct diagnosis. It should be emphasized that 
the absence of a past or family history of paralysis does 
not rule out the possibility of this syndrome for the 
reasons just mentioned, and also because some 11 per 
cent of the reported cases are sporadic and neither 
familial nor hereditary so far as could be determined. 
Case 3 is an example of such an instance. 


Case 3.—C. E., a 26-year-old white single female nurse, was 
first seen in consultation with Dr. W. P. Ritchie, at the Charles 
T. Miller Hospital, St. Paul, on March 9, 1950, complaining of 
recurrent attacks of muscle weakness. The family history was 
entirely negative as far as a similar disorder in any relative was 
concerned; she had kept in contact with, or through other mem- 
bers of her family had knowledge of, all her direct and collateral 
relatives over three generations. The past personal history was 
noncontributory; there had been no serious illnesses or injuries 
and no symptoms suggestive of other neuromuscular disorders. 


She dated the onset of her present illness to the summer of 
1946, when she noted one morning a weakness of her legs and 
inability to walk upstairs. After four days the strength gradually 
returned to her legs without treatment. She remained well until 
one year later, when an identical attack occurred. Following this 
the attacks recurred at progressively shorter intervals, although 
the sequence was too irregular to be predicted. She had six 
attacks in 1949 and was having them at an average interval of 
six weeks during the early part of 1950. The attacks began with 
a period of generalized fatigue and muscle soreness; the fol- 
lowing morning muscle weakness became apparent and persisted 
four or five days, increasing and subsiding in intensity in a 
gradual manner. The muscles involved and the severity of paral- 
ysis varied considerably. The mildest attack involved only the 
flexor muscles of the last three fingers of one hand; in the 
severest attack she had a flaccid quadriplegia with inability to 
raise any extremity against gravity or to roll over in bed. The 
most consistent pattern was weakness confined to the quadriceps 
femoris of both legs. At no time did she have respiratory em- 
barrassment or any involvement of the muscles of the head, neck 
or face. Except for the transient muscle soreness at the onset of 
each attack there were no sensory symptoms. Sphincter control 
was never impaired or lost. 

She had been studied in another city one year previously, at 
which time spinal fluid examination and contrast myelography 
were performed and found to be negative. On a presumptive 


5. Kaufmann: Bericht iiber einen sporadischen Fall von periodischer 
Lahmung, Ztschr. f. d. ges. Neurol. u. Psychiat. 22: 183, 1920. 
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diagnosis of myasthenia gravis she had been given at that time 
15 mg. of neostigmine bromide five times a day. The patient 
discontinued this therapy after several months, as it had no effect 
on her symptoms. 

The attack which led to the present admission began on 
March 7, 1950, when she awakened with weakness of both legs, 
of such severity that she could not climb stairs. There had been 
the usual fatigue and soreness of the thigh muscles on the pre- 
vious day. She was unable to incriminate any factor prior to this 
or any previous attack as contributing to the development of 
paralysis. 

When first examined by us, on March 10, the patient felt that 
the weakness of her legs was subsiding. The general physical 
eXamination was negative. Neurologic examination was entirely 
objectively negative except for moderate weakness of both gas- 
trocnemius and quadriceps femoris muscle groups and hypo- 
activity of the patellar and Achilles reflexes, which were present 
only with reenforcement. Forty-eight hours later, on the fifth 
day of the attack, examination showed normal muscle strength 
and the patient felt she was completely over the attack. How- 
ever, the tendon reflexes in her legs were still hypoactive and re- 
mained so until her discharge from the hospital on March 15. 
Because this attack was mild and subsiding when first seen, it 
was not thought necessary to give her potassium salts. 

\ provocative test with intravenous injection of curare failed 
to produce demonstrable weakness. This test, coupled with the 
previous failure of her paralysis to respond to neostigmine, was 
considered sufficient to rule out the possibility of myasthenia 
gravis 

X-rays of the skull were negative. Examination of the spinal 
fluid was entirely normal. Urinalysis, hemoglobin determination, 
leukocyte count, blood smear and differential count, blood Kol- 
mer and Kahn reactions and fasting blood sugar were all well 
within normal limits. The only abnormality in the laboratory 
findings was the serum potassium level of 14 mg. per 100 cc. 
on the morning of March 11, the fourth day of the attack. 

The patient was discharged on March 15, on a daily ration of 
4 gm. of potassium chloride in divided doses. A report from the 
patient two months after discharge from the hospital states that 
she has had no symptoms in the interim, the longest continuous 
interval free of weakness in over a year. It is of course still too 
early to be sure that her present dosage of potassium chloride is 
adequate. 


Comment.—The diagnosis of myasthenia gravis made 
one year previously indicates the similarity of the symp- 
toms of the two conditions. Important in the clinical 
differentiation is the fact that myasthenia gravis, al- 
though there occur remissions and exacerbations, does 
not have the violent swings from normal health to pro- 
found but transient paralysis characteristic of periodic 
paralysis. Furthermore, the relationship of the weakness 
of myasthenia gravis to fatigue, with resulting aggrava- 
tion of symptoms toward the end of the day, is in con- 
trast to the attack of periodic palsy, which usually is 
first noted on awakening. Characteristically, myasthenia 
gravis affects the muscles of the throat, face, and, par- 
ticularly, the extraocular muscles, all of which muscle 
groups are infrequently involved in periodic paralysis. 


6. Talbott, J.: Periodic Paralysis: A Clinical Syndrome, Medicine 20: 
8S, 1941. 

7. McQuarrie, I.: in discussion on Oliver, C. P.; Ziegler, M. R., and 
McQuarrie, I.: Hereditary Periodic Paralysis in a Family Showing Varied 
Manifestations, Am. J. Dis. Child. 68: 308 (Nov.) 1944, 

8. Aitken, R. S.; Allot, E. N.; Castleden, L. I. M., and Walker, M.: 
Observations on a Case of Familial Periodic Paralysis, Clin. Sc. 3: 47, 
1937, 

9%. Danowski, T. S.; Elkinton, J. R.; Burrows, B. A., and Winkler, 
A. W.: Exchanges of Sodium and Potassium in Familial Periodic Paralysis, 
J. Clin. Investigation 27: 65, 1948. 
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The differential diagnosis can be made more definitely by 
the use of the various diagnostic tests for myasthenia 
with quinine, curare and neostigmine. Although the re- 
sponse of periodic paralysis to potassium salts is dra- 
matic, it must be borne in mind that potassium is, in some 
cases of myasthenia gravis, a useful therapeutic adjunct 
and that the response of the weakness to this substance 
alone theoretically cannot differentiate the two condj- 
tions with certainty. 

Two unusual features of this case, worthy of brief 
comment, are the absence of any familial tendency and 
the existence of prodromal symptoms prior to the onset 
of paralysis, a phenomenon which as a rule does not 
occur. After reviewing the types of prodromes found in 
the reported cases in which they occur, Talbott * con- 
cludes that warnings of an impending attack are infre- 
quent, varied, nonspecific, and of no value in diagnosis, 


COMMENT 

Any rational approach to the therapy of the attack and 
long-term management of the patient with periodic 
paralysis must be based on an appreciation of the under- 
lying pathologic physiology and of the factors which 
influence attacks. 

The common factor in the attacks is obviously the 
drop in the serum potassium level. Attacks of transient 
flaccid paralysis have been described in diabetic acidosis, 
chronic nephritis and in overtreatment of Addison’s dis- 
ease, each of which is associated with lowered serum 
potassium. The normal value for potassium in the serum 
is 18 to 22 mg. per 100 cc. Whether or not there is a 
critical level below which serum potassium must drop 
in order to produce paralysis is debatable. McQuarrie’ 
implies that there may be such a level at about 12 mg. 
per 100 cc. However, Aitken and co-workers * report 
levels as low as 7.2 mg. per 100 cc. in diabetics after 
insulin, without the appearance of paralysis. In the five 
instances in our three patients in which serum potas- 
sium was measured, only one attack was associated with 
a level below 12 mg. per 100 cc. and in one the level was 
within the normal range. Granted that the concentration 
of serum potassium must vary considerably within the 
period of the attack in which the blood sample is drawn, 
these findings nevertheless indicate that there is no fixed 
critical level necessary for the onset of paralysis and 
tend to confirm Talbott’s belief that the speed of reduc- 
tion of potassium in the serum is of greater significance 
than any fixed level. 

The primary disturbance which leads in periodic palsy 
to a recurring decrease in serum potassium concentra 
tion is unknown. Neither is there any adequate expla- 
nation of the striking variation in the distribution of the 
resulting paralysis in different patients or in the same 
patient at different times. The possibility of a primary 
loss of body potassium by excretion has been exam 
by Talbott,’ who found no appreciable rise in potassium 
excretion before or during attacks. It is concluded there- 
fore that at the onset of an attack the body’s supply of 
potassium is in some manner drawn into extravascu 
tissues, probably into intracellular fluid. Quantitative 
studies by Danowski and co-workers ® have c 
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this, showing the existence of a transfer of extracellular 
potassium into the intracellular phase associated with 
the onset of muscular paralysis. They ascribed the trans- 
fer of potassium to the cycle of carbohydrate combustion 
in skeletal muscle. Another theory of pathologic physi- 
ology, propounded by Fasanaro *° and not supported by 
experimental data, holds that the disease is a hereditary 
condition of the autonomic nervous system characterized 
by paroxysmal blocks in the transmission of the motor 
impulses, with consequent motor impairment; the block 
is said to be caused by the sudden discharge of epineph- 
rine resulting in disturbed function of potassium and 
acetylcholine. 

Insulin, epinephrine, and a high carbohydrate intake 
are all prone to lower serum potassium levels and, in 
susceptible individuals, to produce attacks of paralysis. 
In my experience, however, attempts to precipitate at- 
tacks by this means were uniformly unsuccessful. Fur- 
thermore, as in case 2, in which there is a definite family 
history of attacks following exposure to cold weather, 
there may be precipitating factors peculiar to each pa- 
tient or each family. It would seem likely that there are 
numerous precipitating causes of the attack and that 
these must be evaluated and controlled for the individual 
patient when a long-term regimen is set up. Of the factors 
which ameliorate the attacks, the only two of importance 
are pregnancy, during which spontaneous improvement 
occurs, and age; the disease becomes progressively less 
severe and often disappears around 50 years of age. 

The treatment of the attack itself consists of the 
prompt and liberal introduction into the body of potas- 
sium salts and if necessary, as in case 1, the artificial 
maintenance of respiration until the potassium deficiency 
has been corrected. Usually this can be accomplished 
orally, if necessary through a stomach tube, although 
the intravenous route may be used. 


Potassium forms an aqueous saturated solution at 
about 25 per cent, a convenient concentration for both 
initial treatment and later preventive medication. It 
should be given orally, in a dose of 4 to 6 gm. (and 
repeated in one-half hour, if necessary) as soon as the 
diagnosis has been made and the blood drawn for serum 
potassium determination. 


The giving of potassium salts in adequate amounts is 
harmless and should be done promptly in any case of 
acute flaccid paralysis of undetermined origin. This 
should be preceded by the drawing of a blood sample if 
laboratory facilities are available. These procedures will 
not interfere with or delay any further diagnostic meas- 
ures. The successful treatment of periodic paralysis in 
this manner in a single case more than justifies the giving 
of potassium salts unnecessarily in a hundred cases and 
may be a life-saving measure if respiratory paralysis is 
Present. In the cases here reported the previous errone- 
Ous diagnoses of poliomyelitis, malingering and myas- 
thenia gravis, respectively, could have been avoided. It 
may well be that the more widespread use of this pro- 
cedure will reveal periodic paralysis to be far less rare 
than is generally believed. 
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The management of the patient between attacks must 
be as individualized as the control of the patient with 
epilepsy or myasthenia gravis. Each patient deserves a 
detailed and honest explanation of his disease (in so far 
as it can be given and his intelligence will accept) with 
emphasis on the essentially benign nature of the condi- 
tion, the potential danger of respiratory paralysis, and 
the necessity of adequate potassium intake promptly at 
the onset of an attack. It has been my policy to urge the 
patient to carry in his purse a card, stating that he is 
suffering from periodic paralysis and the measures neces- 
sary to treat the attack. In addition, it is advisable for 
the patient to carry on his person at all times capsules of 
potassium chloride sufficient in his case to abort an 
attack. 

Should the patient show a positive reaction to a pro- 
vocative test with high carbohydrate intake and epi- 
nephrine he should be instructed to avoid carbohydrate 
sprees. Apart from this no dietary restrictions are neces- 
sary. A careful search must be made in obtaining the his- 
tory for other precipitating factors and suitable steps 
taken to eliminate or control them. If such precipitating 
factors cannot be avoided, the patient should be in- 
structed to increase his potassium intake before and 
during exposure to these sources of potential attacks. 

If the interval between attacks is sufficiently long, no 
further program is necessary. If the patient is subject to 
more than two or three episodes of paralysis a year, he 
should be maintained on a regular daily ration of potas- 
sium Salts. I have started with 4 to 8 gm. a day in divided 
doses and altered the dose for the individual patient, 
being guided by his subsequent history. 


SUMMARY 


Two cases of familial, and one of sporadic, periodic 
paralysis are reported. 

It is recommended that, in any case of acute flaccid 
paralysis of undetermined origin, a therapeutic test be 
made promptly with potassium salts, preceded when 
feasible by the drawing of a blood sample for serum 
potassium determination. 


1124 Lowry Medical Arts Building. 


10. Fasanaro, G.: Paralisi parossistica, Naples, Acta neurologica, 1947, 
pp. 385-440. 


Identification of Poisonous Materials.—The actual problems of 
toxicological analysis are rarely appreciated except by those inti- 
mately connected with the field. Material isolated from viscera or 
body fluids may be residues of pharmaceutical extracts and infu- 
sions, the active ingredients of which have not been chemically 
identified. The toxic principles of many of the poisonous mem- 
bers of the vegetable and animal kingdoms are similarly com- 
pletely uncharacterized. The problem presented by the newer 
synthetic drugs, on the other hand, is of a different nature. The 
chemistry and pharmacology of these materials are, of course, 
adequately known, but their metabolic fate, their detoxification 
in vivo, the nature of their breakdown products, and their mode 
of excretion have in general been but briefly investigated. Their 
chemical nature, too, is generally complex, and tests for identity 
in the small amounts recovered from viscera are mostly non- 
existent.—G. E. Turfitt, Ph.D., Recent Advances in Toxicologi- 
cal Analysis, The Journal of Pharmacy and Pharmacology, June, 
1951. 
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CLINICAL NOTES 


EFFECT OF COMBINED SYMPATHECTOMY 
AND VAGECTOMY ON THE GASTRO- 
INTESTINAL TRACT 


John R. Bingham, M.D. 
Franz J. Ingelfinger, M.D. 


and 


Reginald H. Smithwick, M.D., Boston 


Clinical, radiologic and motility studies were made of 
a group of six patients before and after combined sym- 
pathectomy and vagectomy. These studies suggest that 
combined interruption of both sympathetic and para- 
sympathetic impulses to the stomach, small bowel, and 
proximal colon produces minor changes in many func- 
tions of the human gastrointestinal tract. 

The vagectomy was performed in each case for duo- 
denal ulcer. In five, the sympathectomy was carried out 
for essential hypertension, and in the sixth, for the relief 
of intractable pain. The extent and chronology of the 
operations were as follows: 

In cases 1-4, bilateral splanchnicectomy and ganglionectomy 
from the second to the 12th thoracic segment was done and 
transthoracic supradiaphragmatic vagectomy was performed 
at the second stage of sympathectomy. 

In case 5, bilateral splanchnicectomy and ganglionectomy from 
the ninth thoracic to the second lumbar segment, was done in 
1943, and transthoracic supradiaphragmatic vagectomy, in 1946. 

In case 6, bilateral splanchnicectomy and ganglionectomy, 
from the ninth to the 12th right thoracic segments and from the 
fourth to the Ilth left thoracic segments, was done in 1945. 
Transthoracic supradiaphragmatic vagectomy was done in 1946. 
Ganglionectomy from the 12th thoracic to the third lumbar 
segment, left, was done in 1947. Ganglionectomy from the first 
to the third lumbar segment, right, was done in 1948. 


CLINICAL OBSERVATIONS 

Clinical observations were made in five of the six cases. 
Appetite, here used to signify a pleasant anticipation of 
and desire for food, was unchanged in three patients and 
increased in two. Hunger, here defined as a strong desire 
for food accompanied by epigastric discomfort, was un- 
altered in the three patients who experienced this sensa- 
tion before surgery. Two patients did not at any time 
experience hunger either before or after the operations. 
Nausea and vomiting were experienced by all five pa- 
tients, following surgery, on the rare occasions when they 
were exposed to such spontaneous stimuli as usually in- 
duced these symptoms. “Gas” or “bloating” sensations 
bothered two patients before surgery; after the opera- 
tions, they continued to suffer from these symptoms. 


Dr. Bingham is now associated with Toronto Western Hospital, 
Bathurst Street, Toronto, Canada. 

From the Robert Dawson Evans Memorial, Massachusetts Memorial 
Hospitals, and the Departments of Medicine and Surgery, Boston Uni- 
versity School of Medicine. 

1. (a) Cannon, W. B.: The Mechanical Factors of Digestion, London, 
Edward Arnold & Co., 1911. (6) Carlson, A. J.: The Control of Hunger 
in Health and Disease, Chicago, University of Chicago Press, 1916. 

2. (a) Alvarez, W. C.: Sixty Years of Vagotomy: A Review of Some 
200 Articles, Gastroenterology 10: 413, 1948. (b) Bingham, J. R.; Ingel- 
finger, F. J., and Smithwick, R. H.: The Effects of Sympathectomy on the 
Motility of the Human Gastrointestinal and Biliary Tracts, ibid.15: 6, 


1950. 


J.A.M.A.,, Aug. ll, 195] 


Heartburn, defined as a burning substernal distress, often 
mounting upward in waves, disappeared after the opera. 
tions in one of the two patients who complained of this 
symptom before surgery. 

The bowel habits of three patients were unchanged. 
Two patients who had had normal bowel movements 
preoperatively suffered from occasional bouts of diar- 
rhea with watery stools at the time of this study, six 
months after vagectomy. One patient who had passed 
mucus continued to do so postoperatively. 

A gastrocolic reflex, defined as the urge to defecate 
within a few minutes of ingesting food, was not noted by 
three patients either preoperatively or postoperatively, 
Of the two patients who had noted this reflex before sur- 
gery, One stated that it was unchanged, the other that it 
was increased, after the operations. 

It is of interest that appetite, hunger, and heartburn 
are unaffected after autonomic denervation of the stom- 
ach. While appetite is generally believed to be cortical in 
origin, some physiologists believe that hunger arises 
from vigorous gastric peristalsis.’ If this is true, and if our 
subjects identified hunger accurately, the afferent path- 
way appears to be other than along the splanchnic or 
vagus nerves. Heartburn may be expected to persist since 
the esophageal innervation remains intact. 

Sympathectomy Or vagectomy alone may be followed 
by diarrhea *; it is therefore not surprising that this symp- 
tom developed in two patients. The gastrocolic reflex that 
apparently persisted in two patients after surgery sug- 
gests that this reflex may function even when the alimen- 
tary tract is extrinsically denervated between tie gastric 
cardia and the sigmoid. 


RADIOLOGIC STUDIES 


Radiologic studies revealed that the six patients were 
included in two small groups. The first group, comprising 
patients 1-4 with simultaneous sympathectomy and va- 
gectomy, exhibited definite changes in gastric motor 
function when the preoperative and early postoperative 
radiologic examinations were compared. Initial gastric 
emptying was delayed, and both the degree and dura- 
tion of gastric peristalsis appeared decreased (fig. 1). 
In the four cases described, the five-hour gastric reten- 
tions were 15, 30, 80 and 80%, respectively. The rate of 
small-intestinal transit, estimated with due allowance for 
the retarded gastric evacuation, appeared decreased in 
three patients and unaltered in the fourth. The caliber of 
the small bowel was unchanged in all four patients, bul 
the mucosal pattern appeared moderately altered in two. 
In 24 hr. the barium sulfate meal had reached the hepatic 
flexure in three patients, and in one was distributed 
throughout the colon. One of these patients was I 
examined one year later. In the early postoperative 
period, decreased gastric emptying and peristalsis, 3 
well as an 80% five-hour retention, had been observed. 
One year later, gastric peristalsis and emptying had im- 
proved and the five-hour retention was only 10%. 

The second group, consisting of the two patients # 
whom sympathectomy preceded vagectomy by interval 
of one year and three years, respectively, did not manr 
fest initially delayed gastric emptying or 
gastric peristaltic waves when they were examined soon 
after the vagectomy (fig. 2). In both instances, howevet 
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4 25% five-hour gastric retention was apparent. Passage 
of the barium suspension through the small bowel 
appeared the same as before surgery. 

Both these patients were reexamined three years after 
vagectomy. In the meantime, the sympathectomy had 
been extended in patient 6. At this examination gastric 


Fig. 1.—4 hour film, showing that prior to surgery the stomach 
is empty an barium lies in the terminal ileum. B, after combined 
sympathecto: d vagectomy, considerable gastric retention in five hours 
is apparent 
peristalsi- initial gastric emptying still appeared 
normal ir th patients. A 10% gastric retention and 
normal s; _—_-intestinal transit were still observed in this 
patient. yrtunately, no five-hour roentgenograms 
were take: patient 5S. 


—_ 2.—Roenigenogram taken within ten minutes after the patient 
allow ed barium and showing the absence of postvagectomy gastric 
Stasis (patient 5) when sympathectomy preceded vagectomy. 


Radiological studies show that sympathectomy has 
nO apparent effect on gastric motility. The marked 
gastric hypomotility and stasis following surgery in pa- 
tients 1-4 may therefore be considered the results of 


GASTROINTESTINAL TRACT—BINGHAM ET AL. 1407 


vagal interruption, particularly as these changes corre- 
spond to the postvagectomy effects described by others.** 
Apparently, vagal section produces the same changes in 
gastric motility whether the sympathetics are inter- 
rupted simultaneously or not. It is tempting to make the 
obvious inference: that the hypomotility of the stomach 
after vagectomy alone reflects absent parasympathetic 
stimulation rather than unbalanced sympathetic inhibi- 
tion. Such an inference, however, ignores the possibility 
of a temporary discharge of inhibiting impulses from 
decentralized sympathetic ganglions. In fact, if such 
temporary inhibiting discharges are assumed to exist, 
the relative absence of a vagectomy effect in the second 
group, which included the two patients in whom sym- 
pathectomy preceded vagectomy by one year and three 
years, respectively, becomes more understandable. On 
the other hand, any apparent differences between two 
such small groups may merely be the result of chance 
variation. 


71/46 7 MONTHS AFTER PARTIAL SYMPATHECTOMY 


on 2/5/45 RIGHT SPLANCHNICECTOMY 

og. 1172/46 LEFT TH.4—11 @ SPLANOCHNICECTOMY 

28- 

$0. 
6/6/46 14 DAYS AFTER VAGECTOMY 


~TRANSTWORACIC VAGECTONY 


HYOROSTATIC PRESSURE REDUCED TO 10 CH 


4/22/49 =| YEAR AFTER VAGECTOMY AND FURTHER SYMPATHECTOMY 


anees arent 


Fig. 3.—Jejunal motility studies after sympathectomy and vagectomy. 


In spite of the radiologic evidence of gastric retention 
noted in the first four patients, clinical signs of gastric 
stasis were absent. These patients ate normally in the 
early period following the combined operations, and 
they required no care for the control of excessive gastric 
residue. This is in contrast to the situation after vagus 
section alone. 

MOTILITY STUDIES 

Records of jejunal motility ° were obtained in patient 
6 on three different occasions (table). 

One record was obtained seven months after the 
partial sympathectomy of 1945 (bilateral splanchnicec- 
tomy and ganglionectomy from the ninth to 12th thoracic 
segments, right, and from the fourth to 11th segments, 
left). This record probably approximates “normal” 
motility for this patient, for the preceding sympathectomy 


3. Ingelfinger, F. J., and Abbott, W. O.: Intubation Studies of the 
Human Small Intestine: Diagnostic Significance of Motor Disturbances, 
Am. J. Digest. Dis. 7: 468, 1940. 
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had left intact a potential pathway to the jejunum 
through the 12th thoracic segment on the left. In keep- 
ing with this possibility, the jejunum, but neither the 
stomach nor the duodenum, was sensitive to distention 
pain at that time. 

Fourteen days after the vagectomy in 1946, the 
over-all motility was markedly decreased. 

One year after complete sympathetic denervation 
of the small bowel in 1948 and three years after vagec- 
tomy, the over-all motility was increased, as compared 
with the first record obtained. 

The marked decrease in jejunal motility following 
vagal section may have been the specific result of the 
operation, but the nonspecific effects of major surgery 
cannot be excluded.*” Similarly, it is hard to determine 
whether the moderate increase in motility seen one year 
after complete sympathetic denervation of the jejunum 
represents a specific effect of this operation. In any case, 
the jejunum of this one patient exhibited apparently 
normal motor function after interruption of both the 
sympathetic and parasympathetic extrinsic pathways. 


COMMENT 


Proof that the surgical procedures employed inter- 
rupted sympathetic and parasympathetic impulses to the 
stomach and small bowel is difficult to obtain. Circum- 


Analysis of Motility Records 


L.+ Waves 
Tone S.+ Waves per ‘-Hr. 
Date of Intubation (Ce. Air) per Min. Period 
6 46 eee 37° 9 0 
* The lowering of intestinal resistance to distention was in reality 
much greater than indicated, as it was necessary to reduce the hydro 
static pressure from 25 to 10 em. of water in order to obtain a recording. 
+S equals “small,” and L, “large.” 


stantial evidence, however, may be presented to show 
that the interruption was complete. 

Since pain fibers from the stomach and small bowel 
travel in the sympathetic pathways, absence of pain on 
balloon distention of the intestine after sympathectomy 
is evidence of complete denervation. Distention of the 
jejunum produced no pain in patient 6 after the third 
operation. Intestinal pain sensation could not be tested 
in the others, but the type of sympathectomy used in 
these cases invariably eliminated distention pain in 
another group of patients previously studied.‘ 

Absence of a gastric secretory response to an intra- 
venous injection of insulin, believed to indicate a physio- 
logically complete vagal section, was observed in all six 
cases. This finding is particularly noteworthy in cases 
5 and 6, for in these gastric motility appeared only 
slightly depressed after vagectomy. 


SUMMARY 

Clinical studies of five patients, radiologic studies of 
six, and jejunal balloon studies of one patient after com- 
bined sympathetic and parasympathetic denervation of 
the stomach, small bowel, and proximal colon revealed 
the following conditions: 1. The sensations of appetite, 
hunger, nausea and heartburn appeared unaffected. 2. 


4. Bingham, J. R.; Ingelfinger, F. J., and Smithwick, R. H.: The 
Effects of Sympathectomy on Abdominal Pain in Man, Gastroenterology 
15: 18, 1950. 


J.A.M.A., Aug. 11, 195] 


The gastrocolic reflex appeared unaltered. 3. Diarrhea 
developed in two cases. 4. When sympathectomy and 
vagectomy were performed simultaneously, the pre. 
dominant radiologic finding was a “vagectomy effect” 
with gastric hypomotility. This effect was much less 
marked in two patients subjected to vagectomy one year 
and three years, respectively, after sympathectomy, §, 
Jejunal motility, studied by a balloon-kymograph tech- 
nique, was not significantly altered. 


LOCALIZED INTERLOBAR PLEURAL 
EFFUSION IN HEART FAILURE 


Daniel J. Feldman, M.D., New York 


Localized interlobar pleural effusion appea: ing during 
the course of congestive heart failure was fir-t reported 
by Stewart in 1928.' A second report by Kiser appeared 
shortly after, and since then cases have bec» noted in 
the literature with increasing frequency. 

Such effusions are characterized by their r. \ ersibility. 
They appear during congestive heart failur. and clear 
rapidly when the failure responds to treatn nt or dis- 
appears spontaneously. Having once app: :red as a 
feature of heart failure, interlobar effusions t. :d to recur 
with subsequent episodes. 

The radiographic picture is variable and . -pends on 
the location and amount of the fluid. It is mos: commonly 
seen between the upper and middle lobes «. the right 
lung, but occasionally may appear on the le!. side.* The 
roentgenographic appearance is generally ‘iat of an 
ovoid or elliptical shadow,** but associated a! \ ormalities 
of the lung or hilum can distort the symn: try of the 
shadow and make recognition difficult.*® The mportance 
of recognition of the nature of such effusions im the 
differential diagnosis of circumscribed lesions of the 
chest has been stressed in the past.® 

The condition responsible for the production of 
localized pleural effusions in patients with congestive 
heart failure is generally considered to be oblitera- 
tive pleuritis.* Under such circumstances, the only avail- 
able place for a pleural transudate to collect is in the 
interlobar fissure. Although this has been confirmed in 
the majority of cases studied at necropsy, Stein and 
Schwedel * have shown that this is not always so. They 
reported that some patients who clearly showed the 
presence of localized interlobar effusion due to conges- 
tive heart failure during life failed to show any evidence 
of obliterative pleuritis when examined postmortem. 

1. Stewart, H. J.: Pleural Effusion Localized in an Interlobar Space: 
Report of Case of Heart Failure Together with Autopsy, Am. Heart) 
4:227, 1928. 

2. Kiser, E. F.: Pleural Effusion Associated with Congestive Heat 
Failure Localized in an Interlobar Space, Am. Heart. J. 4:481, 1929. 

3. (a) Steele, J. M.: A Report of 2 Cases of Localized Pleural Effusion 
in Heart Failure, Am. Heart J. 7:212, 1931. (6) Austrian, G & 
Encapsulated Hydrothorax (Hydrothorax Saccatus Interlobaris) in Assoc 
tion with Myocardial Insufficiency, Libman Anni. Vols. 1:101, 1932 

4. (a) Freedman, E.: Roentgenological Appearance of Interlobar a 
Mediastinal Encapsulated Effusion in the Thorax, Radiology 16214, 1%! 


(6) Bedford, D. E., and Lovibond, J. L.: Hydrothorax in Heart Falla 
Brit. Heart J. 3:93, 1941. 

5. Stewart.! Freedman.“ Austrian.” Shiflett, E. L.: Localized Pleura. 
Effusion Accompanying Congestive Heart Failure, Radiology 25405, 
1935. 

6. Stewart.’ Steele." Bedford and Lovibond.” 

7. Stein. I. D., and Schwedel, J. B.: Interlobar Effusion in Paties® 
with Heart Disease, Am. Heart J. 10:230, 1934. 
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They postulated the existence of a deep congenital in- 
dentation in the region of the interlobar fissures which 
tends to hold the transudate formed during heart failure. 
Such patients usually show evidence of fluid in the costo- 
phrenic sulci, as well as a localized interlobar collection. 


In the following case, the development of a localized 
interlobar pleural effusion due to congestive heart failure 


is described. 
REPORT OF A CASE 

R. H.. a white man of 60 years, was seen because of severe 
dyspnea. His past history revealed him to be a heavy drinker of 
alcohol, but no significant illness was noted until five years prior 
to the presen! episode. At that time, he first noted wheezing and 
shortness o! >reath, subsequent to his return to New York City 
after two yes in the Far West. These symptoms were mild and 
intermitten! ‘ the onset and were easily controlled by the use of 
epinephrine drenalin®) and ephedrine. Three years later, be- 
cause of t! ogression of his wheezing and shortness of breath, 
he was hos lized for study. 

Opinion that time was that the patient suffered from 
chronic si: s, a postnasal discharge, and a resultant intrinsic 
asthma. O than being worse in cold and damp weather, he 
showed rn cific seasonal variation. Skin testing revealed no 
specific se ity. He continued to have a varying amount of 
dyspnea : vheezing, which was fairly well controlled with 
bronchod y drugs. 

Two m prior to the present episode the patient was re- 
hospitaliz ecause of a prolonged attack of dyspnea and 
wheezing mination revealed the patient to be acutely ill and 
dyspneic. e was moderate cyanosis of the nail beds and lips. 
His chest resonant, but both lungs were filled with rhonchi, 
wheezes, .ibilant rales. The expiratory phase of respiration 
was prol |. Cardiac auscultation revealed a regular sinus 
tachycard 20 per minute), and the heart sounds were distant. 
There we ‘0 murmurs. The blood pressure was 140/90. 
Pansinusi' aS present, which was confirmed by roentgeno- 
graphic s! . A chest roentgenogram (fig. 1A) was indicative 
of chronic ‘monary fibrosis and emphysema. The left costo- 
phrenic a: was obliterated, and the right interlobar fissure 
was visua J as a thin linear shadow. After seven days of 
treatment ih bronchodilatory drugs, oxygen, and sedation, 
the patien! . 1s able to leave the hospital with minimal symp- 
toms, fair. casily controlled on a regimen which included 
aminophy | and intermittent penicillin therapy, in addition to 
his usual m. ‘ication. 

The pres. \t episode began as a severe attack of wheezing and 
dyspnea, which did not respond to the usual treatment. Within 
48 hours aiicr the onset, crepitant rales were heard at the lung 
bases, in aidition to the auscultatory sounds previously de- 


Fig. 1.—A, roentgenogram indicative of chronic pulmonary fibrosis and 
emphysema, B, roentgenogram revealing dilated heart, accentuated hilar 
markings, and small bilateral pleural effusions. Note the round, dense, 
discrete shadow in the lateral portion of the right midlung field. 


scribed. During the same period, a palpable, tender liver and 
ankle edema were noted. The heart was fibrillating rapidly, with 
# Pronounced pulse deficit. The blood pressure was 190/94. A 
chest roentgenogram (fig. 1B) revealed a dilated heart, accentu- 
ated hilar markings, and small bilateral pleural effusions. A 
found, dense, discrete shadow was seen in the lateral portion 
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of the right midlung field. It was clearly outlined and of some- 

what greater density than the pleural effusions. The patient was 

rapidly digitalized and treated with mercurial diuretics, salt in- 

take being restricted. His heart failure responded, and he reverted 

to regular sinus rhythm after several days of digitalis therapy. 
A chest roentgenogram (fig. 2) taken three weeks later was 

essentially the same as figure 1A. The circumscribed shadow had 

disappeared, as had the 

pleural effusions. The 

patient was discharged 

from the hospital free 

of symptoms of con- 

gestive heart failure. 


COMMENT 


The appearance 
of the localized den- 
sity simultaneously 
with the develop- 
ment of congestive 
heart failure, and its 
disappearance with 
the clearing of fail- 
ure fulfill the neces- 
sary criteria, and the 


shadow is interpre- Fig. 2.—Roentgenogram showing disap- 


ted as a localized pearance of circumscribed shadow and pleu- 
‘ ral effusions is essentially the same as figure 
interlobar pleural 1a 


effusion. The roent- 

genographic shadow resembled a number of pulmonary 
lesions, the most important of which is neoplasm. In 
view of the patient’s long pulmonary history, the possi- 
bility of a parenchymal lesion of the lung was considered 
by the roentgenologist. The presence of a linear shadow, 
considered to represent the interlobar fissure in the first 
film (fig. 1A), and its relation to the shadow of the inter- 
lobar effusion were aids to proper interpretation. The 
response to therapy was conclusive evidence as to the 
nature of the lesion. 

Because of the fluid in both costophrenic sulci, the 
interlobar collection cannot be considered to have 
occurred simply on the basis of a preexisting obliterative 
pleuritis, although some degree of pleural fibrosis must 
be present. The presence of a congenital indentation in 
the region of the interlobar fissure is suggested as an 
explanation of the localization.’ 

With thoracic surgical techniques in their present 
state of perfection, and in view of the current trend to- 
ward early exploratory thoracotomy, the recognition of 
the medical nature of circumscribed pulmonary shadows 
is most important. When the history of pulmonary dis- 
ease is clear and the evidence of congestive heart failure 
is obscure or atypical, the possibility of erroneous surgi- 
cal intervention is not too remote. If there is any doubt 
as to the presence of heart failure, a trial of therapy 
directed against this is indicated as part of the diagnostic 
study. 

SUMMARY 

A case of localized interlobar pleural effusion during 
a first episode of congestive heart failure is described. 
The problem of localized interlobar effusions is dis- 
cussed, and the importance of their differentiation from 
intrinsic pulmonary lesions, particularly neoplasms, is 
stressed. The available literature is reviewed. 
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CYTOLOGIC SMEARS IN DIAGNOSIS OF 
HERPES SIMPLEX, HERPES ZOSTER, 
AND VARICELLA 


Harvey Blank, M.D., Carroll F. Burgoon, M.D., 
G. Douglas Baldridge, M.D., Philip L. McCarthy, M.D. 


and 


Frederick Urbach, M.D., Philadelphia 


Unique changes occur in epithelial cells infected with 
herpes simplex, herpes zoster, and varicella. Although 
characteristic epithelial cell forms have been observed 
in these diseases for many years,' only recently has their 
diagnostic value been emphasized.* 

The diagnostic microscopic findings in herpes simplex, 
herpes zoster, and varicella are seen in ordinary hema- 
toxylin and eosin stained sections. Within this group of 
diseases, the changes are identical but are unlike those 
found in other vesicular diseases of the skin. Current 
studies have demonstrated that epithelial cells infected 
with one of these viruses undergo a series of morphologic 
and tinctorial transformations.* All cells are not simul- 
taneously infected; as a result, various stages of this 
cellular change and accumulation of inclusion material 
are seen in any single specimen. 

In the past, the small, eosinophilic, intranuclear inclu- 
sion body of Lipschiitz has received the most attention. 
This probably represents one of the last stages in the 
dynamic process of inclusion body formation. The earlier 
stages are characterized by swollen epithelial cell nuclei 
in which the chromatin has become marginated and the 
normal chromatin pattern and nucleolus replaced by a 
basophilic staining, amorphous mass.* Many of these 
nuclei appear to undergo amitotic division with the 
formation of “virus type” multinucleate giant epithelial 
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cells (fig. 1). These changes have been observed in sec. 
tions of lesions proved to be caused by herpes simplex, 
herpes zoster, or varicella by virus isolation, electron 
microscopy, and serologic tests.* 

Tzanck has recently observed that these pathogno- 
monic giant cells can be readily demonstrated in smears 
prepared from the vesicles of herpes simplex, he 
zoster, and varicella (figs. 2, 3, 4 and 5).° The Purpose 
of this study was to confirm Tzanck’s findings and to 
evaluate the smear technic as a dependable, simple, rapid 
method of diagnosis of these diseases. 


TECHNIC 
After the vesicle or bulla is gently sponged with 
alcohol, the peripheral portion of the blister is incised 
with a scalpel or other sharp instrument, and the roof 
reflected. Excess fluid is gently removed by blo‘ ting. This 


Fig. 1.—-Histologic section of vesicle of recurrent herpes simplex demon 
strating two multinucleate giant epithelial cells with melanin granules ie 
their cytoplasm. (Hematoxylin and eosin, « 900.) (Reprinted from Blank: ) 


is particularly important if the fluid is at all purulent. 
The base of the blister is gently but thoroughly scraped 
with an instrument such as a Bard-Parker no. 15 blade. 
Although vigorous scraping is desirable, one must Pmt 
vent gross bleeding by pinching the base of the lesion. 
The cellular material obtained on the edge of the blade 
is spread smoothly without scrubbing on a clean micro 
scope slide and allowed to dry in air. 

The slide can be stained in the laboratory at any cof 
venient time. Freshly diluted Giemsa stain following 
methyl alcohol fixation has been found most satisfactory. 
Directions accompanying the commercially available 
Giemsa stains used for blood smears should be followed 
closely. We have found that undesired alterations ® 
tinctorial properties are most frequently caused by varie 
tions of the distilled water diluent from the recomme 
pH of 7. 


~~ 
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After drying, the slide may be directly examined under powers of the microscope, it is necessary for one to clear 
the microscope. The presence of many red blood cells the preparation by applying immersion oil to the smear. 
ysually indicates faulty technic in obtaining the smear. If the slides are to be used for frequent demonstration 
To observe sharp cytologic detail even with the lower or teaching, it is advisable to clear the dried, stained 

smears by immersing them in xylol and to apply a cover- 
slip over Canada balsam. 


* 


CYTOLOGIC FEATURES 


Preparations have been studied from the following 
types of herpes simplex infections: recurrent herpes 
simplex of the lips (fig. 2), the face, the eyelids, the 
thigh, and the penis; primary herpes simplex, including 
acute herpetic gingivostomatitis, and Kaposi’s varicelli- 
form eruption (disseminated herpes simplex) (fig. 3). 
In addition, smears have been examined from herpes 
zoster (fig. 5) of several anatomical sites, as well as from 
disseminated herpes zoster (zoster generalisatus) and 


ith 
ed 
his 


Fig. 2.—S prepared from base of vesicle of recurrent herpes simplex 
from lip. G pithelial cells contain one to six nuclei. (Giemsa stain, 
x 475.) 


i 

4 Fig. 4.—Smear prepared from base of vesicle of varicella from abdomen. 
+k) ‘ xe epithelial cells are like those in the other figures. (Giemsa stain, 
ent. varicella (fig. 4) in both adults and children. These 
iped findings have been compared with histologic sections of 
ade biopsies from these same diseases (fig. 1). For control, 
smears and sections have been examined from almost all 
= other diseases of the skin and mucous membranes char- 
lade acterized by vesicles or bullae. 

- In studying this material, we noted characteristic 
am epithelial cell changes in herpes simplex, herpes zoster, 
wing and varicella, but no features that would serve to differen- 
tory. | | tiate these three diseases were observed. The presence 
lable : ' of tremendously enlarged giant epithelial cells is an 
wed obvious and striking feature in smear and histologic 
s if ; ~——e preparations of these infections. Various stages of the 
aria- development of these giant cells from a cell with a single 
nded nent, 3—Smear Prepared from base of vesicle of generalized primary large nucleus to a gigantic cell with eight or more nuclei 


Simplex (Kaposi’s varicellif i . Giant epithelial . : 
cells are in various of ‘tain, 600.) are present in all early. newly formed vesicles. The 


| 
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nucleus appears to enlarge, and multiple nuclei are 
formed by amitotic division within a single epithelial cell. 
The normal chromatin granules and nucleoli are absent. 
The nucleus, stained with Giemsa stain, is filled with a 
reddish violet colored, stringy, amorphous, Feulgen- 
positive material. The multiple nuclei have a common 
bluish staining cytoplasm, which frequently contains 
green (with Giemsa stain) melanin granules. Even under 
low power, these changes are readily apparent. 

The cytologic features described are not found in his- 
tologic sections or smears of smallpox, vaccinia, recur- 
rent aphthae, erythema multiforme, syphilis, chancroid, 
dermatitis herpetiformis, contact dermatitis, pemphigus, 
bullous drug eruptions, bullous impetigo, epidermolysis 
bullosa, chronic benign familial pemphigus, vesicles of 
scabies, dermatophytosis, and thermal or cantharides 
blisters. 


B 


Fig. 5.—Smear prepared from base of vesicle of herpes zoster on thorax. 
Some of the multinucleate epithelial cells become enormous. (Giemsa stain. 
4, x 900; B, * 250.) 


SUMMARY AND CONCLUSIONS 

A technic, originally proposed by Tzanck, is presented 
for the cytologic diagnosis of vesicular and bullous 
lesions of the skin and mucous membranes caused by 
virus infections. Diagnostic cellular features were regu- 
larly present in all properly prepared smears taken from 
early lesions. The epithelial cell changes of all forms of 
herpes simplex, herpes zoster, and varicella appear to be 
identical as previously demonstrated in histologic sec- 
tions. Although the cellular morphology of these three 
diseases is the same, no other vesicular lesions of the 
skin, including other virus diseases, manifest similar 
cellular changes. Therefore, the demonstration of the 
distinctive cytologic features in smears establishes the 
diagnosis of herpes simplex, herpes zoster, or varicella. 
By thus making a positive diagnosis, one can dependably 
rule out morphologically similar diseases such as small- 


‘ 
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pox, vaccinia, genital and mouth lesions from othe 
causes, and other vesicular diseases of the skin, Fo, 
differentiation between herpes simplex and herpes zoster 
however, other virus studies are required. 


University of Pennsylvania Hospital, 34th and Spruce g 
(Dr. Blank). 


“EFFORT” THROMBOSIS OF THE AXILLARY 
VEIN WITH PULMONARY EMBOLISM 


Theodore Barnett, M.D. 
and 


Leon M. Levitt, M.D., New York 


Primary or “effort” thrombosis of the axi! ary vein is 
a thrombosis of the upper extremity or shou der girdk 
which occurs after some type of sudden or un: sual effort 
The syndrome was first described by von S: hroter? ip 
1884 and has been the subject of excellent eviews by 
Matas,” DeBakey and associates,’ and Kleins :sser.* The 
thrombosis may be caused by violent muscu’ r effort or 
simple commonplace acts. An exhaustive lis: >f types of 
effort causing the syndrome may be found in ‘he review 
by Kleinsasser.* 

In approximately 300 recorded cases { “effort” 
thrombosis there is no reported case with pul: onary em- 
bolization. The literature reflects the differen. in throm- 
bosis of the lower extremity and “effort” hrombosis 
of the axillary vein as regards mortality. Th. difference 
hinges chiefly on the problem of pulmonar: embolism. 
In postoperative thrombophlebitis pulmonar embolism 
occurred in 15.6% of 897 cases reportec by Allen, 
Barker, and Hines.* These authors quote s: nilar high- 
incidence figures in venous thrombosis assoviated with 
blood dyscrasias, infectious diseases, carcino: conges 
tive heart failure and in primary recurreni idiopathic 
thrombophlebitis. In “effort” thrombosis o! the upper 
extremity, this complication practically never occuts.’ 
Speaking of embolism, Stabins * states, “Review of the 
literature fails to reveal that this ever occurs as a result 
of trauma in the upper extremity.” 

The rarity of embolization can be inferred from 
Kleinsasser’s comment,' “Anticoagulants would seem 
be of no value in the treatment of ‘effort’ thrombosis since 
the thrombosis establishes its full extent at once and 
there is little tendency towards progression and pratt 
cally none towards pulmonary embolism.” 

The only recorded case of fatal pulmonary embolism 
following axillary-vein thrombosis is reported by Meure- 
This occurred in a 75-year-old woman with a fracture 


1. von Schroter, L.: Nothnagel Handbuch der Pathologie und Therap® 
Berlin, A. Hirschwald, 1884, p. 533. ’ 

2. Matas, R.: On the So-Called Primary Thrombosis of Axillary Vein 
Caused by Strain, Am. J. Surg. 24: 642, 1934. ‘ 

3. DeBakey, M.; Ochsner, A., and Smith, M. C.: Primary Thrombos 
of the Axillary Vein, New Orleans M. & S. J. 95: 62, 1942. : 

4. Kleinsasser, L. J.: “Effort” Thrombosis of Axillary and Subclava 
Veins: Analysis of 16 Personal Cases and 56 Cases Collected from the 
Literature, Arch. Surg. 59: 258, 1949. 

5. Allea, E. V.; Barker, N. W., and Hines, E. A., Jt.: Perio 
Vascular Diseases, Philadelphia, W. B. Saunders Company, 1946, P. 

6. Veal, J. R., and Hussey, H. H.: Thrombosis of Subclaviat 
Axillary Veins: Report of 46 Cases, Am. Heart J. 25: 355, 1943. 

7. Stabins, S. J.: Primary Thrombosis of Axillary Vein Due t 
U. S. Nav. M. Bull. 41: 1106, 1943. ‘ 

8. Moure, P.: Fracture de Ihumérus, thrombose de Ia veine axilie®® 
embolie pulmonaire, Bull. et mém. Soc. anat. de Paris 89: 170, 1 
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of the anatomical neck of the right humerus who had been 
treated with local massage. On the fourth day following 
injury the patient died unexpectedly and autopsy re- 
vealed an embolus in the right branch of the pulmonary 
artery secondary to thrombosis of the axillary and sub- 
clavian veins. Matas does not feel that this is a case of 
true “effort” thrombosis because the thrombus was sec- 
ondary to an underlying fracture. It also seems likely that 
the massage was contributory to the fatal embolization. 

Pathologic: lly, there is definite evidence of inflam- 
the vein and perivenous tissues. The primary 


mation of th : ssut 
ndothelium of the vein is such that the 


injury to th 


thrombus is ‘rmly adherent from its inception.” The 
condition |. one of true thrombophlebitis, rather than 
bland venc rombosis, with firm fixation of the throm- 
bus by the mmatory reaction.'® This accounts for the 
rarity of ¢ zation. 


REPORT OF A CASE 
The pat . a 41-year-old housewife who was first seen 


on May 5 and who complained of shortness of breath 
and severe . left lower lateral chest pain radiating to the 
left should ,ccentuated by inspiration. The history of her 


present ill! d back six days to April 29, when she swung 
her right cibly to spank her son and shortly thereafter 


noted pair ueness over the hypothenar aspect of the right 
palm. She from sleep on the following morning and 
noticed th ntire right upper extremity was swollen and 
dusky in | ) prominent superficial veins throughout the 
extremity. was no associated pain, and she was able to 
carry on ischold duties. Twenty-four hours later there 
was a su ‘set of left-sided chest pain and shortness of 
breath. T! no associated cough or hemoptysis. She con- 
sulted a p! who told her she was suffering from a neuritis, 
prescribed medicine, and reassured her. The dyspnea be- 
came seve ing the ensuing few days, and the patient now 
consulted physician, who, recognizing the true nature 
of the illne rred her to one of us. 


Past his: evealed an appendectomy and pelvic plastic 


operation 1 -ears before. Otherwise, the patient had always 
been in go: ealth. She was of muscular build and claimed 
to be able | ©: ack nuts and remove caps of soda bottles with- 
out the aid he usual tools for performing such acts. 


Significas Findings.—The temperature was 100.2 F., 


the pulse 1 128 a minute, and the respiration rate 34 a 
minute; dyspnea and orthopnea were present. There was no 
cyanosis of |). lips, ears, or nail beds. Examination of the chest 
revealed diminished respiratory excursions, absence of tactile 


fremitus, flatness to percussion, and absence of breath sounds 
over the lower third of the posterior and lateral aspects of the 
left side of the chest. The heart and mediastinum were not 
shifted. Fluoroscopy and x-ray of the chest confirmed the sus- 
picion of a left-sided pleural effusion (Fig.). Examination of the 
upper extremities revealed that the right arm had a greater cir- 
cumference than the left (nine centimeters above the elbow 
crease the circumference of the right arm was 30 cm.; the left 
arm was 28 cm.) and was cyanotic; superficial venules were 
Present over the right-deltoid muscle; the veins of the right hand 
were distended. Temperature and arterial pulsations were iden- 
tical in the two extremities. A tender cord corresponding to the 
axillary vein was palpated in the right axilla. 

The patient was hospitalized and treated with anticoagulants. 
She was given immediately 300 mg. of bishydroxycoumarin 
(dicumarol* ) orally. Fifty milligrams of heparin sodium was 
aeaned intravenously every four hours for the next two 
ae the following day 200 mg. of bishydroxycoumarin 
eo game orally. On the third day of hospitalization, 
a's e prothrombin time was equal to 20%, use of heparin 
— scontinued and sufficient bishydroxycoumarin was ad- 

inistered daily thereafter when necessary to maintain the pro- 
aa at the desired level. Aqueous crystalline penicil- 

WO" units) Was administered intramuscularly every three 


th 
li 


“EFFORT” THROMBOSIS—BARNETT AND LEVITT 


1413 


hours for six days. The right upper extremity was kept slightly 
elevated and at rest. The red blood cell, hemoglobin, white 
blood cell, differential, and platelet count and blood chemistry 
determinations and urine were all within normal limits. X-rays 
of the right upper extremity and shoulder showed normal con- 
dition. There was no evidence of a cervical rib. 

Course.—The fever and chest pain subsided in four days; on 
the 12th day there was no further evidence of fluid in the left 
pleural cavity. The right axillary cord remained palpable, but 
the tenderness subsided. Anticoagulants were discontinued on 
the 17th day of hospitalization, and the patient was discharged 
from the hospital. On reexamination four and again 20 mo. later 
the patient was asymptomatic. There was x-ray evidence of an 
old pleuritis at the base of the left lung. The circumference of 
the right arm was still slightly greater than that of the left; there 
was no color difference; however, there were small superficial 
veins over the radial and medial aspects of the upper third of 
the right arm. 

SUMMARY 


A case of “effort” thrombosis of the axillary vein 
caused by violent swinging of the arm in the act of spank- 
ing a child is reported. Pulmonary embolism occurred 


Left-sided pleural effusion secondary to pulmonary infarct. 


six days after the trauma. The patient was treated suc- 
cessfully with anticoagulants, antibiotics, and rest. It is 
believed that this is the only reported case in the Amer- 
ican and European literature of pulmonary embolism 
following “effort” thrombosis of the axillary vein. 


14 E. 16 St. (Dr. Levitt). 


9. Allen, E. V.; Barker, N. W., and Hines, E. A., Jr.: Peripheral 
Vascular Diseases, Philadelphia, W. B. Saunders Company, 1946, p. 624. 

10. (a) Barker, N. W.: Axillary Thrombophlebitis Caused by Strain or 
Effort, Proc. Staff Meet., Mayo Clin. 10: 156, 1935. (+) Kleinsasser.* 


Dysmenorrhea.— Almost every endocrine product available for 
clinical use has been tried in the treatment of dysmenorrhea. 
Many have been used indiscriminately, with varying results. But 
even when due care has been given to the selection of cases and 
when application has been made of the seemingly appropriate 
glandular therapy, no one product has been eminently successful 
in all cases. This should not be too discouraging but should 
serve to emphasize the fact that there is no one cure for dys- 
menorrhea and that treatment of each patient must be highly 
individualized, the problem being attacked from every possible 
etiologic angle.—J. Kautz, M.D., and M. S. Kaufman, M.D., 
Endocrine Therapy in Gynecologic Practice, Journal of the Inter- 
national College of Surgeons, May, 1951. 
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FATAL ACUTE HEPATITIS 


REPORT OF A CASE WITH MASSIVE 
HEMORRHAGE IN PERICARDIAL AND 
PLEURAL CAVITIES 


Milton J. Eisen, M.D. 
and 


Vladimir Markovich, M.D., Yonkers, N. Y. 


Hemorrhagic manifestations in the course of acute 
hepatitis are generally of grave prognostic omen since 
they signify widespread destruction of the hepatic 
parenchyma. Thus, in a review by Lucké ' of the pathol- 
ogy of epidemic hepatitis in 125 fatal cases observed in 
the armed forces in various theaters during World War 
If, 109 had evidence of bleeding phenomena. Hemor- 
rhages were observed most commonly in the intestinal 
and respiratory tracts, then in decreasing frequency in 
the epicardium or endocardium, kidneys, skin, and brain. 


Fig. 1.—Roentgenogram of chest. Pericardial and pleural effusions are 
visible 


In a subsequent dicussion by Lucké and Mallory * of an 
additional series of 196 cases of a fulminant form of the 
disease often terminating fatally in 10 days or less, men- 
tion is again made of gastrointestinal hemorrhages and 
widespread purpuric phenomena. 

Sporadic occurrence of acute hepatitis is no longer 
rare in civilian practice, and the clinical and pathological 
pictures are comparable with those observed during mass 
outbreaks in military personnel, although fulminant 
forms of the disease are not generally encountered. The 
object of the present report is to record a case of rapidly 
fatal hepatitis in which massive pericardial and pleural 
hemorrhages were the outstanding complications, to an 
extent that much of the objective clinical picture was 
dominated by the effusions in the serous cavities. Bleed- 
ing of this magnitude, except in the gastrointestinal tract, 
is a most unusual Occurrence not generally described in 
accounts of acute hepatitis. 


From the Laboratory, Yonkers General Hospital. 
1. Lucké, B.: The Pathology of Fatal Epidemic Hepatitis, Am. J. Path. 
20: 471, 1944, 
2. Lucké, B., and Mallory, T.: The Fulminant Form of Epidemic 
Hepatitis, Am. J. Path. 22: 867, 1946. 
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REPORT OF A CASE 


The patient, a man aged 36, when seen for the first time hag 
been ill for nine days with cough, abdominal distress, and pro- 
gressively increasing weakness. He gave no history of exposure 
to chemicals, had suffered no previous episodes suggestive of 


Fig. 2.—Roentgenogram of chest after injection of air left pleural 
cavity. Fluid line is visible 


Fig. 3.—Photomicrograph of liver, showing extensive acute hepatic de 
generation (x 75). 


liver disease, and had received no transfusions of whole blood 
or plasma. He used moderate amounts of alcohol and was 
nourished. 
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Examination disclosed an acutely sick, obviously jaundiced 


person. His rectal temperature was 101 F. There was no respira- 


tory embarrassment. Dullness and decreased sounds over the 
lower half of the left chest suggested effusion of fluid in this 


region. Some increase in size of the cardiac shadow was revealed 
by percussion, and the heart sounds were fainter than normal. 


* 


icrograph of visceral pericardium, showing inflam- 
matory react th lymphocytes predominating. It is sharply demarcated 


from myoc: 75). 


No friction .b was audible. The lower edge of the liver ex- 
tended to 3 below the costal margin, but ascites was absent. 
The spleen «4s not palpable. 

Roentgen -\amination of the chest disclosed a significant in- 
crease in the cardiac shadow, which, by its shape, was inter- 


preted as being the result of a pericardial effusion (fig. 1). The 
shadow visibic over the lower half of the lung field on the left 
Was considered to be indicative either of congestion or of 
pneumonia 

The hemoglobin was 13.3 gm. per 100 cc.; red blood cell 
count 4,910,000 per cubic millimeter; white blood cell count 
10,400, with a differential cell count of polymorphonuclears 
76%, lymphocytes 19%, and monocytes 5%. The urine reacted 
Strongly positive for bile, and urobilinogen was present in a 
1:40 dilution. It contained a large amount of albumin and many 
hyaline casts. Icterus index was 44, and the total serum protein 
7.5 gm. per 100 cc. Cephalin flocculation test proved strongly 
Positive. Prothrombin time (employing Russell's venom) was 
greatly prolonged, being 37 sec. as compared with 19 sec. in 
the control. 

Electrocardiographic tracings disclosed only supraventricular 
Premature contractions and low voltage in the QRS complexes 
suggestive of myocardial damage. 
A thoracentesis, performed on the second hospital day in the 
Stee rcostal space in the posterior axillary line, yielded 
bloody fluid. Culture and guinea pig inocu- 
Prd this material proved negative for banal micro- 

ganisms and tubercle bacilli. Two days later, a second tap 


si 
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again produced only bloody fluid. After some 300 cc. of this 
fluid had been removed, 50 cc. of air was injected. Roentgen 
films made immediately after this procedure showed a left 
pneumothorax, indicating that the withdrawal and injection had 
been in the pleural cavity (fig. 2). Nevertheless, with the per- 
sistence of the enlarged cardiac shadow the conclusion that both 
pleural and pericardial cavities contained an increased accumu- 
lation of fluid seemed inescapable. 

Despite treatment with antibiotics, various vitamin prepara- 
tions, digitalis, and blood transfusions, the condition of the 
patient deteriorated rapidly, and he died 19 days after the onset 
of illness. He never demonstrated signs of heart failure, but 
did vomit a considerable amount of blood in the final two days 
of life. 

Necropsy revealed ascites with accumulation of 400 cc. of 
bile-colored fluid in the peritoneal cavity. The liver weighed 
1,100 gm., and, as has often been observed in acute hepatitis, 
grossly the organ appeared deceptively free of alteration. In 
fact, the alternating deep yellow and red zones seen on the 
freshly cut surface seemed only to accentuate the normal mark- 
ings. However, microscopically, widespread damage to the or- 
gan was immediately apparent (fig. 3). The central portions of 
the hepatic lobules had been replaced by an acidophilic debris 
indicative of an extensive necrosis of liver parenchyma. There 
were a few lymphocytes in the necrotic zones and in the peri- 
portal spaces, but the inflammatory changes were minimal as 
compared with the degenerative alterations. Masses of bile 
pigment were present in phagocytic cells in the necrotic zones, 
and some of the bile canaliculi in areas of retained liver cords 
were plugged with bile. Fatty infiltration in these areas was 
advanced. The changes were interpreted as characteristic of 
acute hepatitis. 


Fig. 5.—Photomicrograph of visceral pleura, left lung, showing inflam- 
matory reaction (x 75). 


The spleen weighed 200 gm. and was intensely hyperemic. 
The stomach and small bowel to the lower ileum contained a 
large amount of bloody fluid, but the source of bleeding could 
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not be discovered. No intrinsic gastrointestinal lesion was evi- 
dent. There were scattered small hemorrhagic focuses in the 
pancreas and within the lungs. 

An imposing massive pericardial effusion was immediately 
noticeable in the chest. The tense pericardial sac contained ap- 
proximately 400 cc. of bloody fluid. Its greatest width was 16 cm. 
Scattered subpericardial petechiae could be found on the visceral 
and parietal surfaces, but a single source of the massive bleed- 
ing was not established. The heart proved normal. Microscopic 
sections of the pericardial surfaces disclosed focuses of hemor- 
rhage and an intense nonspecific inflammatory reaction of lym- 
phocytes, with admixture of neutrophiles, plasma cells, mono- 
nuclear elements, and scattered fibroblasts (fig. 4). The pericar- 
dial alterations were sharply demarcated from the unchanged 
myocardium, 

The left pleural cavity contained 600 cc. of a similar bloody 
effusion. The two accumulations were wholly separate. In the 
subpleural zones an inflammatory and proliferative lesion similar 
to that observed in the pericardium existed, though to a lesser 
degree (fig. 5). The left lung was moderately atelectatic. The 
trachea and bronchi contained bloody mucoid material. Other 
organs showed no significant alteration. 


SUMMARY 

A case of rapidly fatal acute hepatitis in a white man 
aged 36, in which hemorrhagic manifestations dominated 
the clinical syndrome, is described. In addition to gastro- 
intestinal and pulmonary bleeding, the usual occurrence 
in a fulminant case, extensive hemorrhages in the peri- 
cardial and pleural cavities developed in the patient. The 
objective clinical picture, therefore, was dominated in a 
large measure by signs of the unusual massive effusions 
in the serous cavities. 
127 Ashburton Ave. 


PUNCH BIOPSY OF LIVER IN DETECTION OF 
HEMATOGENOUS TUBERCULOSIS 


Abraham G. Cohen, M.D., 
and 


Burton Giges, M.D., New York 


In hematogenous tuberculosis, whether acute or 
chronic, tubercles are scattered widely throughout the 
body. Unfortunately, from the viewpoint of early diag- 
nosis, there are relatively few accessible sites which, 
when involved, furnish diagnostic signs. The most im- 
portant of these is the presence of miliary lesions in the 
chest roentgenogram. However, this finding is not patho- 
gnomonic, as there are numerous other conditions which 
can give a similar picture.' The presence of choroidal 
tubercles, when seen ophthalmoscopically, is a valuable, 
but rare, finding. 

Occasionally, tubercle bacilli may be demonstrated by 
culture of the aspirated bone marrow. In protracted 
cases, when some lesions have progressed to caseation, 
smears or cultures of the gastric contents or urine also 
may reveal tubercle bacilli. Awaiting the results of cul- 


From the Medical Service, Beth Israel Hospital. 

1. King, D.: Roentgenograms of Diffuse Pulmonary Lesions, Am. Rev. 
Tuberc. 60: 536-538 (Oct.) 1949, 

2. Scadding, J. G., and Sherlock, S.: Liver Biopsy in Sarcoidosis, 
Thorax 3: 79-87 (June) 1948. 

3. Janbon, M.; Cazal, P., and Bertrand, L.: La ponction biopsie du 
foie dans les tuberculoses miliaries, Presse méd. @1: 854-856 (Sept. 28) 
1949, 

4. Craddock, C. G., and Meredith, H. C., Jr.: Punch Liver Biopsy in 
the Diagnosis of Miliary Tuberculosis, New England J. Med. 241: 527- 
528 (Oct. 6) 1949, 
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tural studies necessitates considerable delay in diagnosis 
and therapy. Any additional method which can aid jp 
the early diagnosis of hematogenous tuberculosis jg 
therefore welcome. 

Punch biopsy of the liver has now been established as 
a safe and important addition to the diagnostic armamep- 
tarium for the study of hepatic disease. Scadding and 
Sherlock * have demonstrated its efficacy in the diagnosis 
of suspected or unsuspected sarcoidosis. Janbon, Cazal, 
and Bertrand * performed 45 liver biopsies in 24 cases 
in which chest roentgenograms showed disseminated 
lesions suggestive of miliary tuberculosis. Tuberculous 
lesions of the liver were observed in those cases in which 
the pulmonary lesions were apparently hem:togenous 
in origin. In those cases in which cavitary lesions were 
present, suggesting a bronchogenic origin o! the dis- 
seminated lesions, liver biopsies did not revea! tubercles, 


Punch biopsy specimen of liver showing characteris! epithelioid 
tubercle. Hematoxylin and eosin, x 160. 


Sometimes, the biopsy was positive despite the absence 
of radiographically demonstrable pulmonary lesions. The 
authors pointed out that it is possible to miss the lesions 
when only a single puncture is made or when the asp 
rated tissue is not sectioned serially. The effect of strep- 
tomycin treatment could be followed by serial biopsies. 
Craddock and Meredith ‘ reported a case in which the 
chest roentgenogram showed lesions suggestive of miliary 
tuberculosis. A liver biopsy showed tubercles. A culture 
of the bone marrow made at the same time ultimately 
yielded tubercle bacilli. 


REPORT OF A CASE 


H. K., a Chinese man aged 37, was admitted to the Beth Israel 
Hospital on May 2, 1950, complaining of a swelling in the 
side of the neck of four months’ duration. The temperature Wa 
99.8 F. The general condition was satisfactory. Examination 
showed a firm slightly movable mass on the left side of the neck. 
The remainder of the examination findings was not remarka 
Urinalysis and blood count were normal and a roentgenogram@ 
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ed normal condition. Instrumental examina- 
tion of the nasopharynx showed no evidence of neoplasm. On 
May 10 operation was performed. A mass of fused lymph nodes 
was found, biopsy of which revealed tuberculosis. Six days after 
operation the temperature rose to 102.6 F. The patient then was 
transferred to the medical service. He was not acutely ill. The 
wound appeared to be clean. There were no meningeal signs, 
and the retinal fundi were normal. A roentgenogram of the chest 
showed norma! condition. Concentrates of five sputum speci- 
mens, three gastric extractions, and a 24-hr. urine specimen did 
not reveal acid-fast bacilli. Because the fever suggested the pos- 
sibility of hematogenous tuberculosis, a punch biopsy of the liver 
was performed on May 18. Dr. Henry Brody reported the 
presence of a ingle tubercle (figure). The patient was given roent- 
gen therapy to the neck and streptomycin and paraaminosalicylic 
acid systemic.!!), pending his transfer to a tuberculosis hospital. 
Ultimately. ires of the urine and bone marrow did not yield 


tubercle ba 


of the chest show 


SUMMARY 
In aca. tuberculous cervical lymphadenitis eleva- 
tion of te iture suggested the possibility of hemato- 
genous dis nation. This opinion was confirmed by the 
demonst! of a tubercle in a punch biopsy of the 
liver. 
ADDENDUM 
Since rticle was submitted, additional articles 
have con attention.° 
266 \\ Ave. 


NONSUPPURATIVE PANNICULITIS 
(RISTIAN DISEASE) 


NODUL 
(WEBER 


Jack L. | 
and 


Louis A ieider, M.D., Bluffton, Indiana 


in, M.D. 


Relap: ebrile nodular nonsuppurative panniculitis 


is a rare ( .c. Bendel ' in an excellent survey reviewed 
43 cases his syndrome previously reported in the 
literature 11 added one of his own. This is not an 
attempt \ Juplicate his work, but merely an effort to 
bring this .\ ndrome to the attention of medical men; we 
feel it is p: ‘bably more common than the few reported 


cases woul.! indicate. 


REPORT OF A CASE 


F. S., a “oman aged 32, was seen regarding her present com- 
Plaint on Jan. 16, 1950. This patient was previously seen in the 
clinic May !4, 1946, with numerous complaints which were 
considered to be associated with recent divorce proceedings. Her 
past personal history was essentially noncontributory. She had 
been married six years and had never been pregnant; her men- 
strual history was normal. She had had the usual childhood 
diseases, and an appendectomy was performed in 1946. 

Her family history was noncontributory except for a father 
with diabetes mellitus. 

Her Presenting complaints were swelling and dull ache in the 
left leg with pain radiating into the left inner thigh; aching and 
stiffness of both arms, shoulders, and back; nervousness; fatigue, 
and nocturnal nausea. 

Swelling of the left ankle was first noted in August 1946. It 
was Worse at night and disappeared by morning. There were 
occasional episodes of numbness and tingling severe enough to 
awaken her. 


re - . Beek, C.; Haex, A. J. C., and Smit, A.: The Diagnosis of 
acmatogenous Tuberculosis, Nederé. tijdschr. geneesk. 93: 2708- 
M. M., and Seiferth, W. J.: Miliary Tuber- 
iver: Liver Bopsy as an Adjunct to Diagnosis, Am. J. M. 

Se, 220: 293-297 (Sept.) 1950, F 
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Physical examination revealed a well-developed and well- 
nourished white woman. The only important physical findings 
were in the left lower extremity in which moderate nonpitting 
edema of the left foot, ankle, and lower leg were found. The 
veins were not prominent; the skin was very tender; Homan’s 
sign was negative. The dorsalis pedis and posterior tibial 
pulses on the left were definitely diminished as compared with 
those on the right. When the feet were dependent, there was an 
abnormal flush from the tip of the toes up to and including the 
dorsal surface of the left foot; there was also slight flushing of 
the toes of the right foot. Blanching times were 30 sec. bilater- 
ally, and livedo reticularis involving both legs was prominent. 

She was admitted to the hospital Feb. 13, 1950, at which time 
complete blood count, sedimentation rate, Mazzini flocculation 
test, blood urea nitrogen, glucose tolerance, and total eosinophil 
count were all within normal limits. Urinalysis revealed 7 to 
10 pus cells per high-power field and culture showed Escherichia 
coli; intravenous pyleograms were ncrmal. 

Previous x-ray studies of the teeth, chest, and upper gastro- 
intestinal tract were normal, and the basal metabolic rate was 
+7%.A venogram of the left lower extremity did not demon- 
strate the greater saphenous vein. Otherwise, the superficial, 
deep, and communicating venous radicals were intact. 


Photomicrograph of a nodular lesion which was removed for micro- 
scopic study. 


One week after admission, nodular blue areas were noted, 
usually in close proximity to prominent tender superficial veins, 
both above and below the knees. The right leg began to swell, but 
never as much as the left. 

Left lumbar paravertebral sympathetic block increased the 
skin temperature by several degrees, resulting in marked differ- 
ence between the two feet. The block also relieved the swelling 
in the left foot and leg. 

Biopsy of one nodular lesion along with the associated vein 
revealed a thickened and sclerotic vein. In the course of the dis- 
section a small nodule (8 mm. in maximum diameter) of hemor- 
rhagic tense fat was removed for microscopic study. 

Microscopic study of the vein revealed phlebosclerosis. Exami- 
nation of the nodular lesion revealed mature adipose tissues with 
focuses of fresh hemorrhage (operative). In a few places there 
was proliferation of fibroblasts adjacent to the capillaries. Many 
fibroblasts were swollen and had pale, distinctly and finely vacuo- 
lated eosinophilic cytoplasm and central round to oval vesicular 


From the Departments of Medicine and Laboratory, Caylor-Nickel 
Clinic and Clinic Hospital. 

1. Bendel, W. L.: Relapsing Febrile Nodular Panniculitis (Weber- 
Christian Disease): Review of Literature and Report of Case, Arch. 
Dermat. & Syph. 60: 570-596 (Oct.) 1949. 
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nuclei. In some places these phagocytic cells surrounded clear 
(fat) spaces, the fat having been liberated by necrosis of the fat 
cells (Figure). 

The diagnosis was nonsuppurative panniculitis. 

The patient was given tetraethylammonium chloride, 2,000 
mg. in 1,000 cc. of physiological saline at 90 drops per minute by 
continuous intravenous drip with equivocal results * (aching in 
her legs was somewhat relieved). For home medication she was 
given benzazoline hydrochloride (priscoline*), 50 mg. four times 
a day, and “chlortrimeton” (chlorprophenpyridamine maleate), 
4 mg. three times a day. The use of an elastic stocking was also 
advised. 

Two months later she brought a diary of her condition which 
revealed exacerbations and remissions, the latter never lasting 
more than three days and occurring in the middle of the inter- 
menstrual periods. At other times her legs would increase in 
circumference as much as 44 in. (1.9 cm.) from the morning to 
the evening measurement. She had had several episodes of blue 
nodular eruptions over her legs, never associated with fever. 
Physical examination still demonstrated the livedo reticularis; 
bilateral edema (which was not pitting), worse in the left ankle 
and leg; increased flush of the left foot, and six pea-sized blue 
nodular areas as well as several ecchymoses. No residuals of 
previous lesions could be found. 


COMMENT 

The diagnostic problem posed by this type of case has 
been well summarized by Montgomery and others,” who 
mentioned in their differential diagnoses nodular vas- 
culitis, erythema induratum, erythrocyanosis and pernio, 
erythema nodosum, panniculitis, recurrent idiopathic 
thrombophlebitis, indurated cellulitis, and ulceration 
secondary to chronic venous stasis, in a discussion under 
“Nodular Vascular Disease of the Leg.” Many of these 
conditions present similar clinical pictures, and the 
microscopic picture has not always clarified the diag- 
nosis. All of these diseases cause acute and chronic 
panniculitis in the subcutaneous tissues; they all produce 
nodular lesions, some with ulceration, and are all asso- 
ciated with varying degrees of blood vessel involvement. 
Tuberculosis, bacteria, viruses, and focal infection have 
all had their proponents as etiological agents. Ten of the 
44 cases in Bendel’s ' review gave a history of developing 
or exacerbating the syndrome with the administration 
of iodides or bromides. Bendel’s own theory is that it is 
an allergy. It may be bacterial, viral, or chemical in 
origin, and may condition the fat so that it acts as a for- 
eign body. The inflammatory reaction about this area is 
the nodular panniculitis. 

There are multiple factors which could influence this 
type of tissue response. Trauma, burns, iodides, and 
bromides have been implicated as possibilities. None of 
these, with the possible exception of trauma, were factors 
in our case. Any office worker has an opportunity of 
bruising his legs in the daily routine. It should be men- 
tioned that we first noticed a crop of these bluish 
nodular lesions in our patient after her venogram (40 cc. 
of 70% iodopyracet inject [diodrast"]). 

This case was of interest not only because of the small 
number of cases reported, but because it presented a 
differential diagnostic peripheral vascular disease prob- 
lem. In this case the adjacent vein had a thickened medial 
coat, but there was no thrombosis. The patient’s veins 


2. Eisaman, J. L., and Chrispin, J.: Tetraethyl! Ammonium Chloride 
and Its Use in the Peripheral Vascular Diseases, J. Indiana M. A. 42: 
$17-S22 (June) 1949. 

3. Montgomery, H.; O'Leary, P., and Barker, N. W.: Nodular Vascular 
Diseases of the Legs: Erythema Induratum and Allied Conditions. J. A. 
M. A. 128: 335-341 (June 2) 1945. 
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reacted to the needle punctures of the intravenous tetra. 
ethylammonium (etamon*) chloride treatments with 
marked sclerosis. Since, in our experience, it has been 
unusual for tetraethylammonium chloride to cayse 
venous sclerosis, we feel this may be evidence of hyper- 
reactivity. 
SUMMARY 

Another case of nodular, nonsuppurative panniculitis 
( Weber-Christian disease ) is added to the literature. The 
etiology still remains unknown. We feel that the disease 
is probably allergic in nature, and that exciting factors 
may be multiple, but that trauma is a most important 
localizing factor. This case is also significant in that it 
presented itself as a differential diagnostic peripheral 
vascular disease problem. 

303 S. Main St. 


HICCUPS IN CORONARY THROMBOSIS 
RELIEVED WITH PHRENIC CRUSH 


Samuel H. Rubin, M.D. 
Louis F. Albright, M.D. 
Paul K. Bornstein, M.D. 


and 


David Schwimmer, M.D., New York 


One of the most distressing and danger: 's compli- 
cations of coronary thrombosis is intractable iccup. Not 
only does the patient become psychological! upset, but, 
if the hiccuping is sustained, his general co’ ition may 
gradually retrogress until death occurs from _xhaustion. 
Strangely, the review of the literature fails o mention 
this severe complication in any detail. 


REPORT OF CASE 


A 70-year-old white man was awakened from « sound sleep 
in the early evening of Nov. 12, 1949, with a se\cre crushing 
substernal pain radiating to the left shoulder and Jown the left 
arm. This pain was not relieved by glyceryl trinitrate (nitro 
glycerin). He was seen by one of us (S. H. R.) soon thereafter. 
At this time he was perspiring profusely. The blood pressure 
was 160/100, the pulse rate 92 a minute, the heart rhythm reg 
lar, and the sounds of good quality. There was noted a high 
pitched systolic murmur at the apex, which was transmitted to 
the xiphoid area. The lungs were clear to percussion and auscul- 
tation, and there was no evidence of neck-vein distention. One 
hundred milligrams of meperidine (demerol*) hydrochloride 
was given hypodermically. About 20 min. later neck-vein distem- 
tion developed accompanied with a paroxysm of coughing pm 
ductive of blood-streaked sputum. Because the patient was 
ready on a maintenance dosage of digitoxin (purodigin®), he 
received only 0.4 mg. of digitoxin plus 1 cc. of meralluride i 
jection (“mercuhydrin”) intramuscularly and was sent t the 
Fitkin Memorial Hospital, Neptune, N. J., where he was placed 
in an oxygen tent. 

The patient's past history revealed that a duodenal ulcer had 
been diagnosed in 1938 and that there had been several exacer 
bations. He had had dyspnea on exertion since 1945 and angi 
pectoris since 1946, the latter being relieved by glyceryl tar 
tate. From October until December, 1947, he had been hospr 
talized at the Fitkin Memorial Hospital for an acute coronaty 
thrombosis with infarction of the posterior wall. In April, | 
the patient again had been admitted to Fitkin hospital becau* 
of acute left-ventricular failure. After this episode the 


From the Fitkin Memorial Hospital (Doctors Rubin, Albright, 
Bornstein), Neptune, N. J., and the New York Medical College ( 
Rubin and Schwimmer), Flower and Fifth Avenue Hospitals. 
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was maintained on 0.2 mg. of digitoxin every other day, a low- 
salt diet, and glyceryl trinitate for his angina. He was getting 
along fairly well until the present illness. 

A few hours after admission to the hospital for the present 
iliness, the precordial pain had disappeared, and the tempera- 
ture was 99 F. The following morning the leukocyte count 
was 10,700 per cubic millimeter; the differential count showed 
cells of which 58°* were polymorphonuclear, 22% unsegmented, 


Vy 


jogram revealing residual changes from the old pos- 
terior-wall 


cytes. The sedimentation rate (Westergren) was 
Bishydroxycoumarin (dicumarol®) therapy was 
nued until the patient was released from the 


and 20% | 
41 mm. in 4 
Started anc 
hospital. 

The elec rdiogram on Nov. 14 (see fig. 1) revealed 
residual cha from the old posterior-wall infarction of Octo- 
ber, 1947. ly .odition, there were observed depressed RS-T seg- 
ments in le | and 2, the precordial leads, and lead AVF. 
There was ¢. sion of the RS-T segment in lead AVR with late 
inversion of |. T wave. The R waves were tall in leads V4 and 
VS with inve cd T waves. The tracing was interpreted as con- 
sistent with diagnosis of old posterior-wall infarction and 
left-ventricul.: hypertrophy, and also as being very suggestive 
of subendocardial infarction of the left ventricle. 

On the same day the patient's blood pressure fell to 130/80, 
and the heart sounds were of poor quality. The liver was felt 1 
fingerbreadth below the right costal margin. That night, approxi- 
mately 48 hr. after admission, hiccups developed, and they 
increased in severity so that the patient hardly could eat or 
drink. He gradually became exhausted. Despite sedation with 
phenobarbital (luminal") sodium and meperidine, the hiccups 
continued. Various other methods were tried to relieve the hic- 
cups: (1) 6 grains (0.4 gm.) of quinidine sulfate four times a 
day,' (2) pulling the tongue, (3) exerting cervical pressure in the 
area of the phrenic nerves, and (4) spraying ethyl chloride on 
the area of the diaphragm and phrenic nerves. In spite of all 
efforts, the patient continued to go downhill and lapsed into a 
semicomatose state. It was felt by one of us (S. H. R.) that a 
Phrenic crush might be lifesaving. Consultation was held with 
= Jerome Kaufman of the department of medicine, New 

ork Medical College, who concurred in this opinion. A re- 
Peat electrocardiogram confirmed the diagnosis of subendo- 
cardial infarction (fig. 2). 

On the night of Nov. 21 Dr. Charles P. Bailey and his 
‘ssociate, Dr. Robert P. Glover of the department of thoracic 


caplet: S.. and Nadler, C. $.: The Use of Quinidine Sulfate in 
* Preliminary Report, Am. J. M. Sc. 216: 680, 1948. 
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surgery, Hahnemann Medical College, were called in from 
Philadelphia to do a phrenic-nerve crush. 

The patients physical status was so poor that it was deemed 
too risky even to move him to the operating room. Therefore, 
at 2:30 a. m. operation was done at the bedside with the area 
under local procaine hydrochloride anethesia. A 1% in. (3.8 
cm.) incision was made over the left scalenus anticus muscle 
in the line of skin cleavage about | fingerbreadth above the 
clavicle. The sternocleidomastoid was retracted forward after 
the platysma was split. By a combination of sharp and blunt 
dissection, the fatty pad overlying the scalenus muscle was found 
and divided. The scalenus muscle appeared to be atrophic; the 
brachial plexus occupied a normal position. The phrenic nerve 
was more medial and anterior than expected and was located 
with difficulty. Procaine was injected into it, and it was crushed 
twice with a fine hemostate. A search was made for all possible 
accessory nerves, and every unrecognized white fiber in this 
region which might have been an accessory phrenic nerve was 
divided carefully. The wound was closed with interrupted fine 
surgical gut sutures for the platysma and a subcuticular silk 
suture for the skin. Immediately after the nerve was crushed 
the violence of the hiccuping reduced strikingly, and in three 
days this manifestation had disappeared entirely. 

The day after operation the blood urea nitrogen level, pre- 
viously normal, was elevated to 43 mg. per 100 cc., probably 
on a prerenal basis. In addition, soreness of the tongue had de- 
veloped as a result of the patient's inability to eat during the 
severe hiccuping period. Two thousand cubic centimeters of 
dextrose in water was given subcutaneously daily, and multiple 
vitamins were added parenterally. A further complication on 
this day was the development of a slight cough, productive of 
mucoid sputum, without chest pain but with elevation of tem- 


4 
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Fig. 2.—Repeat electrocardiogram confirming diagnosis of subendocar- 
dial infarction. 


perature between 101 and 102 F. Crystalline procaine penicillin 
G (crysticillin®) was administered, and the temperature had 
become normal at the end of a week. By Nov. 28 the urea 
nitrogen had dropped to 28 mg. per 100 cc., and all symptoms 
had disappeared. An x-ray examination on Nov. 29 revealed 
linear atelectasis in the base of the left lung above the para- 
lyzed diaphragm. The patient continued to improve and was 
able to leave the hospital on Dec. 16, which was 34 days after 
admission. 
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COMMENT 
Although a phrenic crush, to our knowledge, has 
never been performed in a case of hiccups complicating 
acute coronary-artery disease, this procedure was de- 
cided upon here because the patient was approaching 
death. The surgeon, Dr. Charles Bailey, felt that a bi- 
lateral phrenic-nerve crush could not be tolerated in this 
situation, as the interference with vital capacity would 
have been too great. Fortunately, the unilateral opera- 
tion performed resulted in a final disappearance of the 
aggravating symptom. 
SUMMARY 
Hiccuping is a dangerous and possibly fatal compli- 
cation of coronary-artery disease. Unilateral phrenic- 
nerve crush for hiccuping in cases of coronary throm- 
bosis may be lifesaving. There is a possibility that it will 
not relieve the hiccups entirely, but it may so improve 
the patient as to alleviate his exhaustion. 
401 First Ave., Asbury Park (Dr. Rubin). 


LOFFLER’S SYNDROME 
REPORT OF CASES IN TWINS 


Fred R. Shechter, M.D. 
and 


Milton Graub, M.D., Philadelphia 


W. Léffler, in 1932, and again in 1936,' was the first 
to describe the syndrome of marked eosinophilia: 
transient pulmonary infiltrations and paucity of symp- 
toms. Since then the etiology * and pathology * have been 
revealed. Recently, an approach to the therapy has been 
suggested.* Although many cases have been presented, 
the following is the first presentation of this syndrome 
as it occurred in twins. 

REPORT OF CASES 


Case 1.—V. O., a 2-yr.-old white male, one of twins, was ad- 
mitted to the Pediatric Service, Mount Sinai Hospital, because 
of burns of the left foot, resulting from the application of hot 
fomentations. The family history was noncontributory, reveal- 


1. Léffler, W.: Zur Differential-Diagnose der Lungeninfiltierungen: Uber 
fluchtige Succedan-Infiltrate (mit Eosinophilic), Beitr. Klin. Tuberk. 79: 
368, 1932. Loffler, W.: Die fliichtigen Lungeninfiltrate mit Eosinophilie, 
Schweiz. med. Wehnschr. 66; 1069, 1936. 

2. Hoff, A., and Hicks, H. M.: Transient Pulmonary Infiltrations, Am. 
Rev. Tuberc. 45: 194, 1942. Baumann, H.: Eosinophilic Pleurisy with 
Transitory Eosinophilic Pulmonary Infiltrations, Schweiz. med. Wechnschr. 
74: 326, 1944, Quintana, E. V.: Infiltrado de Loeffler, provocado por et 
Necator Americano, Rev. méd.-quir. Oriente 3: 159, 1942. Slowey, J. F.: 
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ing a background negative for allergy. He was one of a fa 

of four children of Italian extraction, all living and well, He 
was a full-term baby, delivered spontaneously, and weighed 5 
Ib. 7 oz (2.5 kg.) at birth. He received no pediatric care during 
the first year. Orange juice and cod-liver oil were given whey 
the infant was 5 and 12 months old, respectively. He was given 
diphtheria toxoid at 12 months. Smallpox and whooping cough 


TaBLe 1.—Hematological Studies, Case | 
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immunizations were given during the second yea 
present during the entire first year. He was a fee. 
and appeared listless. He did not partake of any ¢ 
milk at any time. 

Physical Examination.—Physical examination re 
pale male child of two years, not acutely ill, who 
ished and staturally retarded. There was marked _ .|lor of the 
skin, nail beds, and all the mucous membranes. Th. ‘onsils were 
slightly enlarged. Bilateral inguinal and right axilla: denopathy 
were present. The eyes and ears were normal. Ph) ical examb 
nation of the chest was negative. The heart and lu: 5 were nor 
mal. The abdomen was soft, and the liver and spi..n were not 
palpable. A first-degree burn with edema of the ci. sum of the 
left foot was present. 

Laboratory Data.—The blood picture was tha 
chromic, microcytic anemia, showing a hemoglobin \ 
gm., 3,500,000 red blood cells, a color index of 0.5~ 
leukocytes, with 40% eosinophils (Table 1). The coagulati 
was four and one-half minutes by the capillary 
and bleeding time was one and one-half minute 
method. The reticulocyte count was 7%, while the fragility test 
was normal. The total protein was 4.7 gm., serum calcium 12 


TaBLeE 2.—Hematological Studies, Case 2 


Date 


3/19 
Hemoglobin 


Neutrophils 
Segmented 
Nonseg mented 


Lymphocytes 
Absolute eosinophils 
Monocytes 


mg. per 100 cc., inorganic phosphorus 5 mg. per 100 cc. urea 
nitrogen 11.3 mg. per 100 cc., and cholesterol 228 mg. per | 
cc. Repeated urinalyses were negative. Tuberculin tests ( 


tuberculin) up to 1: 1,000 dilution were negative. The sedimen- 
tation rate was normal. A skin test for trichinosis was negaliv® 
A nasal smear for eosinophils was negative. Blood counts 
the parents showed no eosinophilia. The stools were negative. 
Biopsy of the lymph node from the right axilla revealed @ 
specimen of moderate size, consisting of a pinkish-gray 
measuring | by 0.8 by 0.4 cm. The capsule was intact, with 
outer surface gray and firm. Microscopically, the architecture 
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was essentially preserved. In some regions the follicles were more 
plentiful than normal and had slightly prominent centers. Else- 
where an occasional eosinophil was seen. In some areas fibrous 
tissue replaced portions of the node, The diagnosis was a non- 
specific low-grade hyperplasia with focal fibrosis. 

X-ray examination on admission showed considerable conges- 
tion and probable pneumonitis throughout both lungs (Fig. 1). 
Two weeks after admission the x-ray report showed definite 
infiltration throughout the left lung and, to a lesser extent, the 
right upper lob (Pig. 2). The infiltration had completely cleared 
within six weels (Fig. 3). However, congestion and moderate 
mottling of the left chest reappeared three months after the 
lesion had completely healed. No symptoms were present at 
this time. 

Hospital ( 
transfusions 
diet, supplen. 
sponded pro 


‘e.—The anemia was treated with intratibial 
whole blood and a well-balanced, nutritious 
| by iron and vitamin therapy. The child re- 

to this regimen (Table 1). On the 20th hos- 
pital day, bh , temperature of 103 F. with the following 
positive ph: ‘ndings: The tonsils were enlarged. There was 
a watery 1 discharge from the nose, with coughing, 
dyspnea, and ratory wheezing. On auscultation, many deep- 


Fig. 1.—R cnogram showing marked accentuation of the pulmonary 
markings thr vut all the lung fields with fine nodular mottling about 
the hilar reg 


seated rhonc!.: were heard throughout both lungs, most markedly 
at the right base. This episode lasted 48 hr. The symptoms re- 
sponded wel! to penicillin parenterally. The diagnosis was an 
acute upper respiratory infection associated with an allergic 
bronchitis. Ihe eosinophilia and leukocytosis gradually de- 
creased (Table 1). 

Case 2.—A. M. O., twin sister of V. O., was seen in the 
Outpatient department during the time her brother was hos- 
Pitalized. She also had a moderate but persistent eosinophilia. 
The past personal history was much the same as that of her 
brother. A search for the cause of the eosinophilia was similarly 
made, but no causative factor was found. Routine chest x-rays 
revealed a slight infiltrative process involving both lungs. A 
follow-up chest X-ray two weeks later showed some clearing. 
An x-ray taken two months later demonstrated complete healing. 


COMMENT 


Léffler's syndrome should be suspected when eosino- 
Philia and unexplained roentgen shadows are discovered 
in a routine examination. Eosinophilia is found in a large 
variety of conditions. Since Léffler’s syndrome is benign, 
it must be differentiated from other conditions associated 
with eosinophilia. Familial eosinophilia was eliminated 


in this case by normal blood values in the parents. 
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Periarteritis nodosa was ruled out by the clinical and 
histological picture. Eosinophilic leukemia was dis- 
missed, as there was no splenic enlargement and no 
immature eosinophilic cells were present in the marrow 
or peripheral blood. Hodgkin’s disease was ruled out by 
biopsy. Other causes of eosinophilia, such as various 


Fig. 2.—Exudative infiltration involving the left upper lobe, upper por- 
tion of the left lower and, to a lesser degree, the right upper lobe. 


parasitic infestations, brucellosis, skin diseases, and 
postinfectious convalescence, were eliminated by careful 
study. Various allergens, both intrinsic and extrinsic, 
can also be responsible for varying degrees of eosino- 
philia. Although no causative factor was demonstrated, 
we feel that some unknown allergen was responsible for 
this condition. 


Fig. 3.—Complete clearing of all the lung fields. 


As the lung findings in L6ffler’s syndrome are variable 
and can simulate acute and chronic pulmonary tubercu- 
losis, these cases have to be followed for some time with 
repeated blood counts and x-ray examinations before a 
definite diagnosis can be established. A history of allergy 
with persistent eosinophilia and rapid clearing of the 
pulmonary shadows should help to clarify these condi- 
tions. Sputum examinations and gastric washings will 
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help in the differential diagnosis of tuberculosis and 
bacterial pneumonias. Results of a cold agglutination 
test and the clinical course will help to distinguish this 
condition from atypical pneumonia. Lung abscess and 
unresolved pneumonia are differentiated from L6ffler’s 
syndrome by their rapid resolution, absence of foul 
sputum, and bacteriological studies. After clinical and 
pathologic study of four severely asthmatic patients who 
had transient pulmonary infiltrations and blood eosino- 
philia, Bergstrand ° classified a number of clinical en- 
tities, such as rheumatic fever, transient lung infiltrations, 
and periarteritis nodosa, as morphologic equivalents, 
i. e., as manifestations of the antigen antibody reaction 
localized to different organs. His conclusions are based 
on the similarities in the microscopic pathologic findings 
of conditions described above. Harkavy and Bergstrand 
agree that when the allergen is of bacterial origin the 
response is severer and of longer duration than when the 
antigen is extrinsic and nonbacterial. Harkavy “ has 
reported recurring pulmonary infiltration and eosino- 
philia of many years’ standing in patients with severe 
asthma of bacterial origin. In addition, in recent years 
there has been accumulated pathologic evidence that 
rheumatic pneumonia, acute glomerulonephritis, lupus 
erythematosus, and eosinophilic granuloma of the bone 
are various allergic manifestations. Hansen-Pruss and 
Goodman * have labeled L6ffler’s syndrome “allergic 
pulmonary consolidation,” with such manifestations as 
severe asthma, frequent upper respiratory infections, an 
afebrile course, and a tendency to occur in allergic in- 
dividuals. This is not in accordance with reports of other 
clinicians, many of whom do not believe that the asth- 
matic state is an integral part of the development of this 
syndrome. Blanton * found that, after injection of epi- 
nephrine subcutaneously, there was transient complete 
clearing of the pulmonary infiltrates. The following day 
the pulmonary shadows returned. This, in addition to 
the pathologic findings, points toward an allergic origin 
of the syndrome. 

There had been no effective treatment for this condi- 
tion until the recent introduction of pituitary adreno- 
corticotropic hormone. Since Léffler’s syndrome is a 
vascular type of allergy and is associated with an elevated 
eosinophil count, Herbert, de Vries, and Rose * treated 
a case with pituitary adrenocorticotropic hormone 
(ACTH). A transient leukocytosis, and a marked reduc- 
tion in eosinophils resulted. The pulmonary symptoms 
disappeared within 24 hr., but, because of the transient 
nature of these findings, it is difficult to attribute these 
results to any specific therapy. The authors believe that 
a favorable clinical response was obtained. 


SUMMARY 


Léffler’s syndrome occurring in twins, 2 yr. of age, 
is herein reported with a review of recent literature. The 
concept of this syndrome has undergone a gradual modi- 
fication since Léffler’s original work. 

$365 Diamond St. (Dr. Shechter). 


5. Bergstrand, H.: Morphological Equivalents in Polyarthritis Rheu- 
matica, Periarteritis Nodosa, Transient Eosinophilic Infiltrations of the 
Lung and Other Allergic Syndromes, J. Path. & Bact. 58: 399, 1946. 

6. Hansen-Pruss, O. C., and Goodman, E. G.: Allergic Pulmonary 
Consolidations, Ann. Allergy 2: 85, 1944. 

7. Blanton, H. W.: Observations on Loeffler’s Syndrome: Report of 4 
Cases, Virginia M. Month. 72: 473, 1945. 
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Cortisone Acetate—Cortone Acetate (MERCK).— | |-Dehydro. 
17-hydroxycorticosterone-2 1 -acetate.—C.sH»O..—M W. 402.47. 
—The structural formula for cortisone acetate may be repre- 
sented as follows: 


Actions and Uses.—Injected into adrenalectom -d animals, 
cortisone acetate maintains life and resistance to _rious forms 
of stress which would be lethal to the unprotect. — adrenalec- 
tomized animal. Since it belongs to the clas. of 1Il-oxy- 
17-hydroxyketosteroids, it affects protein and  rbohydrate 
metabolism promoting gluconeogenesis, hypergl) mia, glyco 
suria and negative nitrogen balance. It inhibits | — activity of 
the lymphatic system, producing lymphopenia . J reduction 
in size of enlarged lymph nodes. In contrast t Jesoxycorti- 
costerone, cortisone induces only mild sodium  ‘ention and 
potassium excretion, but large doses given ove period of 
several days may profoundly alter the electrolyte — :!ance. Cor- 
tisone acetate increases urinary excretion of cre.’ ne and uric 
acid, but does not change creatinine excretion. | \i¢ effect on 
renal excretion of calcium and phosphorus is vari..ble. Because 
of the effects on electrolyte balance, laboratory «J metabolic 
studies should be performed before and durin» protracted 
therapy with cortisone. Measurement of fluid ini:ke and out 
put and daily weighing may give early indication i fluid reten 
tion. It may be wise to maintain the patient on .o intake of 
less than 1 gm. sodium per day with supplement«! potassium. 

Therapeutic dosages of cortisone in the human being depress 
the function of the adrenal cortex and inhibit the production of 
pituitary adrenocorticotropic hormone. Continued use causes 
atrophy of the thymus and varying degrees of atrophy of the 
adrenal cortex. On cessation of therapy, the adrenal cortex 
usually recovers from the partial atrophy and depression of 
function induced by cortisone, but the danger of permanent 
adrenal atrophy, although not demonstrated, must always be com 
sidered. Clinically, this depression of cortical function may be 
manifested by lassitude, weakness and lethargy. Surgical oF 
medical emergencies during this period of reduced adrenal func 
tion may require prompt re-employment of cortisone (or pitt 
itary adrenocorticotropic hormone, if the adrenal cortex S 
capable of response) to enable the patient to survive the stress 

The negative nitrogen balance induced by high dosage cortr 
sone therapy may delay bone and wound healing. 

Cortisone has various effects on the nervous system. Usually, 
the patient experiences a feeling of well-being and euphoria 
In some instances psychoses have developed: both manic 
depressive states have been reported. Alterations in elect 
encephalographic patterns have been noted. There is evidence 
which suggests that cortisone possesses analgesic effect oF it 
creases the patient’s capacity to bear pain. 

When cortisone is administered in the human being over & 
tended periods, it may cause widespread physiologic and meta 
bolic effects resembling those encountered in Cushing's syndrome. 
Although not all of the signs have been induced in amy one 
patient, one or more of the following have been 
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oon-like facial contours, hirsutism, acne, cervico- 
thoracic hump, muscular weakness, hypertension, osteoporosis, 
edema, amenorrhea, cutaneous striae, impairment of glucose 
negative nitrogen balance, increased corticosteroid 
pochloremic hypopotassemic alkalosis and mental 
The thin skin, ecchymoses and polycythemia of 


rounded, m 


tolerance, 
excretion, hy 
disturbance. 


Cushing's syndrome have so far not been induced by cortisone 


therapy. 
Cortisone is indicated chiefly for substitution therapy in frank 


nsufliciency, such as may be encountered in Addison's 
disease, panhy popituitarism and adrenogenital syndrome, and 
in certain acute conditions where the period of treatment is not 
long enough to incur the metabolic effects of protracted therapy. 
Saline suspension parenterally, implanted pellets and oral tablets 
cf the hormone have been employed successfully, both alone 
and conjointly with desoxycorticosterone acetate and sodium 
chloride in the treatment of Addison’s disease. Cortisone may 
he used concomitantly with colchicine to abort the acute attack 
of gouty arthritis. Colchicine should be continued after cessa- 
tion of cortisone therapy to prevent the exacerbation of symp- 
toms which usually follows withdrawal of the hormone. Cortisone 
has also been effective in allergic states, such as serum sick- 
maticus and intractable hay fever, and in ex- 
foliative dermatitis. It has been employed both parenterally and 
locally to contro! inflammations of the eye, including allergic 
blepharitis. purulent conjunctivitis, corneal inflammations, 
anterior and posterior uveitis, iritis, acute choroiditis, sympa- 
thetic ophtha ind retrolental fibroplasia. 

Although cortisone has been used most extensively in the 
so-called collagen group of diseases: rheumatoid arthritis, dis- 
seminated lupus erythematosus, periarteritis nodosa, dermato- 
myositis and scleroderma, its effects in these diseases in most 
instances obtain only during therapy. The mechanism of action 
is obscure, but appears to include a peripheral effect, possibly 
on “reactivity” or permeability of mesenchymal tissues. Inhibi- 
tion of the | ronidase system and changes in permeability 
of cell membranes apparently are also involved. When the hor- 
mone is withdrawn the mesenchymal tissue once more is free 
to react to the stimulus of the diseases. Thus, cortisone as a rule 
is only palliative in these conditions and therapy must be main- 
tained for periods long enough to produce undesired metabolic 
effects. The onset of undesired effects is a function of dosage: 
therefore, minimal dosage schedules should be maintained. 

The hormone induces prompt recession of acute symptoms 
and signs of acute rheumatoid arthritis, including local redness, 
swelling and tenderness. After one to two weeks of treatment 
the sedimentation rate usually falls to nearly normal levels and 
theumatic nodules regress. However, histologic examination of 
synovial tissue after several months of therapy has continued 
to disclose evidence of active rheumatoid arthritis. Following 
the withdrawal of the hormone, symptoms generally reappear 
within a short period, rarely longer than a few weeks. Con- 
tinuation of therapy, even on reduced dosage schedules, may 
lead to the development of a state resembling Cushing's syn- 
drome. The period of remission obtained by use of the hormone 
should be employed to begin active physiotherapeutic manage- 
ment of the patient. 

Acute rheumatic fever has shown encouraging response to 
cortisone therapy, especially in cases of short duration. Although 
the end results in development of subsequent rheumatic valvular 
disease have not been evaluated, the fever, toxicity and arthral- 
gia respond well to administration of the hormone. Corti- 
sone must be used with caution in acute rheumatic fever because 
the tendency to sodium and water retention may induce or 
aggravate cardiac failure before the hormone’s beneficial results 
are manifested. 

Cortisone has been life-saving in fulminating acute dissemi- 
hated lupus erythematosus and in pemphigus, producing re- 
missions of several months’ duration. If renal or cardiac 
involvement exists it is wise to guard against the possibility of 
iene pag failure due to sodium and water retention 
af thers y 7 ormone. Relapse invariably follows cessation 
Ieinstitution of may be controlled with increasing difficulty by 
Neoplastic diseases of the lymphatic 
kin's ymphosarcoma, lymphatic leukemia and Hodg- 
monocytic leuk ow Sempetary response in some cases, but acute 
respond and chronic myelogenous leukemia appear 

avorably. 
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Cortisone is such a potent hormonal agent that it is advisable 
to perform laboratory studies periodically as a safeguard against 
the danger of electrolyte imbalance. Cortisone is active on oral, 
parenteral or topical application. The ratio of oral to parenteral 
dosage is approximately 1: 1. The oral route elicits more rapid 
but less sustained response and therefore requires repeated 
administration of the hormone at six to eight hour intervals. 

Dosage.—Dosage schedules vary with the patient and dis- 
ease. For optimum response, 0.3 gm. should be administered 
the first day, followed by 0.2 gm. the second day and then 0.1 
gm. daily. Injections of the parenteral solution should be made 
deep into the gluteal muscies. The daily dose should be divided 
into three or four equal parts for oral administration. Dosage 
should be reduced gradually to the minimum regimen which 
produces the desired response. To avoid undesirable side effects, 
courses of treatment should not exceed six weeks and should 
be separated by rest periods of two or three weeks. 

In Addison's disease cortisone acetate may be employed in 
doses of 5 mg. to 20 mg. daily, either alone or combined with 
desoxycorticosterone and sodium chloride. 


Tests and Standards.— 

Physical Properties: Cortisone acetate is a white, odorless powder. It 
melis with decomposition between 242 and 248°. It is practically insoluble 
in water, slightly soluble in ether and alcohol, and freely soluble in 
chloroform. 

Identity Tests: Dissolve about 25 mg. of cortisone acetate in 10 mil. of 
alcohol and add 15 mil. of a saturated solution of 2,4-dinitrophenylhydra 
zine in 2 N hydrochioric acid: an orange precipitate forms which, when 
recrystallized from ethyl acetate, melts with decomposition between 235 
and 242°. 

The specific rotation, [a]25,D, of a solution containing 50 mg. of corti- 
sone acetate in 25 mi. of acetone is between 177 and 185°. 

A 0.001% alcoholic solution of cortisone acetate prepared as directed in 
the assay exhibits an ultraviolet absorption maximum at about 2,380 A 
[specific absorbancy, E(1%, 1 cm.), about 390} 

Purity Tests: Dry about 0.1 gm. of cortisone acetate, accurately weighed, 
in a vacuum desiccator over phosphorus pentoxide: the loss in weight is 
not more than 3.0. 

Char about 0.1 gm. of cortisone acetate, accurately weighed, over a low 
flame. Cool, then add 1 mil. of sulfuric acid and continue ignition until no 
carbon remains: the residue is not more than 0.1‘. 

Assay: (Cortisone Acetate) Transfer about 50 mg. of cortisone acetate, 
accurately weighed, to a 250 mi. volumetric flask, fill to the mark with 
alcohol and mix thoroughly. Transfer 5 ml. of the solution to a 100 ml 
volumetric flask and fill to volume with alcohot. Determine the optical 
density of the final solution (0.001 per cent) at 2,380 A. The concentration 
of the final solution of cortisone acetate in mg. mi. optical density at 
2.380 A. = 39. The amount of cortisone acetate present is not less than 
95.0 nor more than 105 0%. 


Dosage Forms of Cortisone Acetate 

SUSPENSION. Identity Tests: Transfer to a 60 mil. separatory funnel 
an amount of suspension equivalent to 50 mg. of cortisone acetate, add 
10 ml. of water and extract with two 10 ml. portions of chloroform. Filter 
the chloroform extract through a small pledget of cotton, wash the cotton 
with chloroform, add the washings to the extract and evaporate to dryness. 
Recrysiallize the residue from a small amount of alcohol. The dried 
crystalline material melts between 242 and 248°. It responds to the 2,4- 
dinitrophenylhydrazine identity test described in the monograph for cortu- 
sone acetate. 

Assay: (Cortisone Acetate) Transfer to a 250 mil. volumetric flask a 
volume of suspension equivalent to about 50 mg. of cortisone acetate 
Proceed as directed in the assay in the monograph for Cortisone Acetate 
Starting with “Transfer 5 mi. of the solution... .” The amount of 
cortisone acetate present is not less than 90.0 nor more than 110.0% 
of the labeled amount. 

Tasiets. Identity Tests: Grind several tablets and transfer to a 60 mi. 
separatory funnel containing 15 ml. of water an amount of powder 
equivalent to about 50 mg. of cortisone acetate. Extract the suspension 
with two 10 ml. portions of chloroform and filter the extracts through a 
pledget of cotton. Wash the cotton with chloroform and add the washings 
to the chloroform extract. Evaporate the solution to dryness and recrystal- 
lize the residue from alcohol. 1t::c¢ white crystals melt between 242 and 
248°. They respond to the 2,4-dinitrophenylhydrazine identity test described 
in the monograph for Cortisone Acetate. 

Assay: (Cortisone Acetate) Transfer to a 250 mil. volumetric flask a 
portion of the powdered tablets equivalent to 25 mg. of cortisone acetate, 
fill to volume with alcohol and mix the solution thoroughly. Transfer 
10 mi. of the turbid solution to a 100 mi. volumetric flask and fill to 
volume with alcohol. Determine the optical density of the fnal solution 
(0.001 per cent) at 2,380 A and calculate the amount of cortisone acetate 
present as des_ribed in the assay for cortisone acetate in the monograph 
for Cortisone Acetate. The amount of cortisone acetate present is not 
less than 90.0 nor more than 110.0% of the labeled amount. 


Suspension Cortone Acetate with Benzyl Alcohol 1.5%: 12 
cc. vials. A saline suspension containing 25 mg. of cortisone 
acetate in each cubic centimeter. Merck and Company, Inc., 
Rahway, N. J. 

Tablets Cortone Acetate: 25 mg. Merck and Company, Inc., 
Rahway, N. J. 
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ERYTHEMA MULTIFORME EXUDATIVUM 


Hebra, in 1860, differentiated a specific entity to which 
he gave the name erythema multiforme exudativum. 
\libert and Bazin, in 1862, described lesions in the 
mouth and constitutional symptoms in the vesicobullous 
types of erythema multiforme exudativum and distin- 
guished the herpes iris lesion. Quinquaud gave a careful 
description, in 1882, of the oral lesions, while Kaposi 
and Besnier stressed the systemic manifestations. 

Erythema multiforme exudativum is an acute inflam- 
matory disease of the skin characterized by a rash of ery- 
thematopapular or vesicobullous type and by involve- 
ment of mucous membranes. The skin lesions have a 
special predilection for extensor surfaces of the limbs. 
Buccal, conjunctival, penile, and vulvovaginal lesions 
and urethral discharge constitute characteristic manifes- 
tations of this condition. The oral lesions are particularly 
characteristic. Lesions of the eye may be sufficiently 
severe to cause blindness. Wright and Gold ' emphasized 
the frequently tragic complications of the eyes consisting 
of corneal ulceration or panophthalmitis with partial or 
complete loss of vision. They report nine cases of the so- 
called Stevens-Johnson syndrome which they treated 
with sulfonamide drugs and/or penicillin without the 
occurrence of these severe complications of the eyes. 

The disease runs its course in two to three weeks but 
may be prolonged one or two months. Recurrence is not 
infrequent, and complications such as bronchopneu- 
monia may occasionally lead to fatal termination. The 
lesions may be restricted to the mucous membranes, to 
the exclusion of the skin. 


1. Wright. D. O.; Gold, E. M., and Jennings, G Stevens-Johnson 
Syndrome: Report of Nine Patients Treated with Sulfonamide Drugs or 
Penicillin, Arch. Int. Med. 7: 510 (May) 1947 

2. Fletcher, M. W. C., and Harris, R. ¢ Erythema Exudativum 
Multiforme (Hebra)—Bullous Type: Cases Seen in a Contagious Disease 
Hospital, J. Pediat. 27: 465 (Nov.) 1945 

Keil, H Erythema Multiforme Exudativum (Hebra): A Clinical 
Entity Associated with Systemic Features, Ann. Int. Med. 14: 449 (Sept.) 
1940 

4. Ashby, D. W., and Lazar, T.: Erythema Multiforme Exudativum 
Major (Stevens-Johnson Syndrome), Lancet 1: 1091 (May 19) 1951 

5. Commission on Acute Respiratory Diseases: Association of Pneu- 
monia with Erythema Multiforme Exudativum, Arch. Int. Med. 78: 687 
(Dec.) 1946 

6. Stanyon, J. H., and Warner, W. P.: Mucosal Respiratory Syn- 
drome, Canad. M. A. J. 53: 427 (Nov.) 1945 

7. Anderson, J. A.; Bolin, V.; Sutow, W. W., and Kitto, W.: Virus 
as Possibie Etiologic Agent of Erythema Multiforme Exudativum, Bullous 
Type: Report of Case, Arch. Dermat. & Syph. 59: 251 (March) 1949. 
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Stevens and Johnson, in 1922, described a group of 
cases characterized by severe ocular manifestations. They 
believed this group to represent a “new eruptive fever.” 
Fletcher and Harris,* Keil,* and others believed the dis. 
ease in these cases to be a variant of erythema mult. 
forme exudativum rather than a separate entity, 

The diagnosis of erythema multiforme exudativym 
rests on characteristic skin and mucous membrane 
lesions, particularly of the mouth. The condition may be 
confused with rheumatic fever, erythema nodosum, 
Osler-Henoch-Schénlein syndrome, lupus erythemato- 
sus, and pemphigus. Lack of familiarity with the signs of 
the disease may lead, as Fletcher and Harris point out, to 
erroneous diagnosis of diphtheria, chickenpox, vaccinia, 
scarlet fever, measles, or impetigo. Of the 16 patients 
with erythema multiforme bullosum reported by these 
authors, only one was sent to the Willard Parker Hos- 
pital with a correct diagnosis. 

Ashby and Lazar * report in a recent publication four 
cases of their own and an analysis of 77 cases culled 
from literature. They emphasize the perststence of the lip 
lesions. These were present in all of the 81 cases. Swell- 
ing. redness, and ulceration of the lips were followed by 
bleeding, and in 34 cases the lips were covered with 
crusts of blood. Pneumonitis occurred in 25. This asso- 
ciation of pulmonic pathology with erythema multiforme 
exudativum was stressed in this country by the Com- 
mission on Acute Respiratory Diseases. The commis- 
sion reported six cases of erythema multiforme exuda- 
tivum, three of which were complicated by pneumonia. 
Members of the commission believed that nonbacterial 
pneumonia occurs frequently in this condition and is an 
integral part of the disease. Stanyon and Warner’ te- 
ported from Canada 17 cases of the severe form of ery- 
thema multiforme exudativum to which they applied the 
term “mucosal respiratory syndrome.” There were 14 
cases in this group complicated by pneumonia. Etio- 
logical and pathological studies failed to reveal any bac- 
terial origin and suggested that the disease may be due to 
a virus. Treatment with sulfonamides and large doses of 
penicillin was of no value. 

The etiology of erythema multiforme exudativum has 
not been elucidated. Results of bacteriologic studies 80 
far have been either negative or confusing. Anderson 
and his co-workers * succeeded in isolating an agent 
capable of producing keratoconjunctivitis on the scarified 
cornea of a rabbit. This agent was isolated from the 
vesicular fluid obtained from a patient with erythema 
multiforme exudativum of the bullous type. Cytoplasmic 
inclusion bodies were observed in the epithelial and 
exudative cells of the rabbit cornea with keratoconjune 
tivitis. These are the only observations that suggest that 
the causative agent of erythema multiforme exudativum 
of the bullous type is probably of a viral nature. 

Treatment of the condition so far has been chiefly 
symptomatic. The sulfonamides and penicillin are useful 
probably in controlling certain complications. A few 180 
lated cases of a dramatic effect of aureomycin have beet 
recently reported (Church and Lynas). 
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ANESTHETIC PROPERTIES OF XENON 


The many theories advanced to explain the phenom- 
enon of general anesthesia attest to the inconclusive state 
of the subject. In a comprehensive review, Butler ' points 
out that the lack of structural specificity in general anes- 
thetic agents and the reversible nature of the anesthetic 
process indicate that anesthesia is a physical rather than 
4 chemical mechanism, a viewpoint supported by cor- 


relations between anesthetic action and certain physical 


properties such as the distribution coefficient between 


olive oil and water 
Cullen and Gross * provided additional evidence in 
support of a physical mechanism for general anesthesia 
in their recent report on the anesthetic properties of 
xenon is a chemically inert gas that does 
te at normal pressures in biochemical reac- 


xenon. Wh 
not partic 
tions in the human body, it has an appreciably higher 
oil-watet ibility than ethylene. Equivalent though 
minimal narcotic effects were observed in rabbits given 
either 80% \cnon in oxygen or 80% nitrous oxide in 
oxygen. the response to both gases being exaggerated 
after premedication with morphine. After preliminary 
experimen! th 50% and 70% xenon in oxygen in 
human \ teers had established the narcotic proper- 
ties of the gas in man, it was administered with 20% 
oxygen in a closed system to an elderly patient under- 
going orchicctomy. Prior to anesthetization, partial de- 
nitrogenation was accomplished with the administration 
of 100°, oxygen to reduce the dilution of the xenon- 
oxygen mixture. The patient lost consciousness in three 
minutes, and within 10 minutes the operation was begun. 
He showed no reaction to pain, the pulse and blood pres- 
sure remained within normal limits, and there was no 
unusual respiratory pattern. The patient recovered con- 
sciousness shortly after the inhalation of xenon was dis- 
continued, and his postoperative course was uneventful. 
Successful anesthesia with xenon was also obtained in 
a 38 year old woman during an operation for ligation of 
the fallopian tubes. Experiments with krypton, another 
inert gas with a high oil-water ratio, were less conclusive. 
The investigators were unable to demonstrate unequivo- 
cal signs of narcosis in either animals or human beings, 
although an earlier report by Lawrence suggested that 
this gas might have narcotic properties.* Cullen and 
Gross suggest that the observed differences between 
krypton and xenon may be due either to the much greater 
solubility in oil and water of the former gas or to its 
preferential absorption in lipids of the central nervous 
system. For economic reasons, it is unlikely that xenon 
will ever become of practical value as an anesthetic agent. 
The interest of the report lies in the demonstration that 
an apparently chemically inert substance can produce 
general anesthesia, thus indicating the importance of 
Physical properties as determinants of anesthetic action. 
It should not be overlooked, however, that anesthesia 
may not necessarily depend on a single fundamental 


mechanism, but may be brought about in more than 
one way. 
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BLOOD VESSEL LIGATION 


The belief is widely held that, when a major peripheral 
artery is ligated or severed, the circulation of the tissues 
supplied by that artery will be improved if the accom- 
panying vein is ligated simultaneously. This view, which 
has never been accepted unanimously, has recently been 
seriously challenged by Simeone, Grillo, and Rundle.’ 
These authors state that conclusions drawn from the 
literature have often been unwarranted Some of the 
clinical results reported by pioneer workers lack statisti- 
cal significance, and others appear to be distorted by 
faulty sampling. Subsequent reports have variously con- 
firmed or denied the clinical value of the procedure. Ex- 
perimental data, likewise, have been contradictory. Even 
the well-established observation that the residual pres- 
sure in a ligated artery can be temporarily raised by oc- 
clusion of the accompanying vein is subject to varying 
interpretations. This rise does not increase the utilization 
of oxygen in the tissues,” and according to Simeone and 
co-workers the temporary benefits are more than offset 
by the decrease in rate of blood flow. They believe that 
the rise in pressure hinders rather than helps the circula- 
tion. Supporting this concept is the observation * that the 
surface temperature of the dog’s paw, lowered by femoral 
artery ligation, is further lowered by subsequent occlu- 
sion of the femoral vein. 

In an attempt to obtain additional evidence on the 
problem, Simeone and collaborators performed a series 
of experiments on cats. Because of conflicting results ob- 
tained by others when blood fow was measured directly, 
these investigators decided to use an indirect but perhaps 
more physiologic approach. As their index of blood flow 
they used the changes in muscular contraction caused by 
occlusion and release of the femoral artery and vein 
supplying the leg muscles of the anesthetized cat. The 
rhythmic, electrically induced contractions or continuous 
tetanic contractions were recorded on a kymograph, and 
the degree of fatigue as indicated by the amplitude or 
intensity of the contractions was taken as a measure of 
the efficiency of blood flow. The results obtained were 
definite and consistent in all the animals studied. Occlu- 
sion of the femoral artery produced definite muscle fa- 
tigue. Subsequent occlusion of the femoral vein not only 
caused no improvement in muscular function but re- 
tarded recovery after release of the artery. Studies made 
five to seven days after arterial ligation alone and after 
simultaneous ligation of the artery and vein showed that 
muscular function was not improved by the latter pro- 
cedure. This evidence suggests, at least, that current con- 
cepts of circulatory dynamics need further study and 
perhaps some revision. 


1. Butler, T. C.: Theories of General Anesthesia, J. Pharmacol. & 
Exper. Therap. 98: 121 (April, pt. 2) 1950. 

2. Cullen, S. C., and Gross, E. G.: The Anesthetic Properties of Xenon 
in Animals and Human Beings, with Additional Observations on Krypton, 
Science 113: 580 (May 18) 1951. 

3. Lawrence, J. H.; Loomis, W. F.; Tobias, C. A., and Turpin, F. H.: 
Preliminary Observations on the Narcotic Effect of Xenon with a Review 
of Values for Solubilities of Gases in Water and Oils, J. Physiol. 105: 
197 (Dec.) 1946. 

1. Simeone, F. A.; Grillo, H. C., and Rundle, F.: On the Question of 
Ligation of the Concomitant Vein When a Major Artery Is Interrupted, 
Surgery 29: 932 (June) 1951. 

2. Wilson, W. C.: Occlusion of the Main Artery and Main Vein of a 
Limb, Brit. J. Surg. 20; 393 (Jan.) 1933. 

3. Brooks, B., and Martin, K. A.: Simultaneous Ligation of Vein and 
Artery; An Experimental Study, J. A. M. A. 80: 1678 (June) 1923. 
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MEETING OF THE WORLD MEDICAL 
ASSOCIATION IN) STOCKHOLM 

he fifth General Assembly of the World Medical Association 
will meet September 15-20 in the Parliament Building in Stock- 
holm, Sweden, under the patronage of His Majesty the King of 
Sweden. The Stockholm Medical Association will give a dinner at 
the Grand Hotel for the Delegates and their wives after the Sun- 
day afternoon session of the General Assembly. Previous to the 
meeting of the Assembly on Monday, there will be television 
broadcasts of surgical operations arranged by FE. R. Squibb and 
Company. On Tuesday the Delegates and their wives will go on 
an excursion through Stockholm, including a visit to the home of 
the late Prince Eugene, Valdemarsudde. The excursion will con- 
tinue to the City Hall and to Drottningholm, the summer resi- 
dence of the late King Gustaf V. Wednesday afternoon there will 
be a scientific session; medical scientists from the Scandinavian 
countries will present papers on tuberculosis and cardiovascular 
diseases, followed in the evening by a soiree at the National 
Museum. On Thursday afternoon one group will visit the Karol- 
inska Hospital, for study purposes, and the other group will visit 
the Soder Hospital. The editors’ meeting will be on Friday, 
September 21, either in the Parliament Building or in the Hotel 
Malmen. In addition, there will be business meetings where 
reports of committees will be read, amendments to articles and 
by-laws will be considered, and the election of officers will take 
place 

The 12th session of the Council of the World Medical Associa- 
tion will meet in Stockholm at the Hotel Malmen September 
9-15, Dr. and Mrs. Dag Knutson will give a dinner on Friday, 
September 14, for the members of the Council and their wives. 
Dr. Knutson wilksucceed Dr. Elmer L. Henderson as president 
of the association at this meeting. A separate schedule of enter- 
tainment for the women will be carried out during the period of 
the meeting of both the Council and the General Assembly, 
including excursions and visits to important places. Dr. Louis H. 
Bauer, secretary general of the World Medical Association, will 
leave New York August 31 and will visit the national medical 
associations of Holland, Norway, and Denmark before going to 
the World Medical Association meeting in Stockholm. Dr. Hen- 
derson will leave New York by airplane on September 7 to attend 
this meeting. The delegates from the American Medical Associa- 
tion are Dr. Edwin S. Hamilton, Kankakee, Ill., and Dr. Gunnar 
Gundersen, La Crosse, Wis.; the alternate delegates are Dr. J. J. 
Moore, Chicago, and Dr. Austin Smith, Chicago, Editor of 
THe JOURNAL. 


SCIENTIFIC BROADCASTS ON VOICE OF AMERICA 


During the 1951 Annual Session of the American Medical 
Association, the Bureau of Health Education at the request of 
the United States Department of State made 24 tape recordings 
based on scientific exhibits or papers shown or read at the meet- 
ing. These were for broadcasts to English-speaking areas over- 
seas. They have now been scheduled for 24 weeks: Saturdays 
beginning July 21 at 3:15 p. m. (Eastern Daylight Saving Time), 
to Europe: Mondays beginning July 23 at 10:45 a. m. (EDST), 
to the Far East. Tuesdays beginning July 24 at 11:30 a. m. 
(EDST), to South Asia. 


Following is the listing of progrems and topics: 


Dr. Anthony Cipollaro: Effect of lonizing Radiations. 
Dr. Thomas D. Dublin: Healthy Communities Don’t Just Happen. 


Dr. Charles P. Emerson, Dr. James Tullis, Dr. Wm. H. Batchelor: New 
Developments in Collection and Processing of Donor Blood. 


Dr. O. Spurgeon English: Visual Aids to Psychotherapy. 

Dr. Edwin J. Grace: The Family Doctor Today. 

Dr. Gordon D. Hoople: Syracuse University Hearing Center. 
Dr. Willis J. Potts: Surgery for Congenital Heart Disease. 


Mr. J. H. Reisner, Mr. J. M. Morgan, Mr. H. B. Merrille: Electron 
Microscope and Television Therapy. 


Dr. Howard A. Rusk: Self-Help Devices for Rehabilitation. 
‘ 
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Dr. George M. Wheatley: Obesity and Its Relation to Health and 
Disease. 


Dr A. E. Bennett: Psychiatric Treatment in General Hospitals, 

Dr. John Z. Bowers: Military and Peacetime Aspects of Atomic Energy, 
Dr. Howard Burchell: Clinical Manifestations of Arteriosclerosis. 

Dr. Russell L. Cecil: The Arthritis Problem. 

Dr. Herbert Chasis: Pathogenesis of Hypertension. 


Dr. S. W. Harrington: Results of Surgical Treatment of Carcinoma of 
the Breast. 


Dr. Leonard E. Himler: Psychiatric Aspects of Aging. 

Dr. Irvine H. Page: Current Treatment of Hypertension. 

Dr. Leon Pordy: The Value of Cardiac Function Tests in Industry. 
Mr. Phil N. Scheid: Training for Retirement of the Aged. 


Dr. William A. Schonfeld: The General Practitioner's Role in Manage- 
ment of Personality Problems of the Adolescent. 


Dr. William B. Wartman: The Pathology of Arteriosclerosis. 
Dr. Philip Levine: The RH Factor. 
Dr. John W. Cline: The American Doctor Today. 


The exact order of broadcasts cannot be determined in ad- 
vance. These programs should be of interest to English-speaking 
physicians in other parts of the world. 

Thirteen of the 24 will be made into a special series of elec- 
trical transcriptions available in the United States to county 
medical societies about September 15, on the usual basis of 
distribution of the electrical transcriptions prepared by the 
Bureau of Health Education. 


ELECTRICAL TRANSCRIPTIONS—GOLD 
MEDAL DOCTORS 


The Bureau of Health Education of the American Medical 
Association has released to state and county medical societies 
a series of electrical transcriptions entitled “Gold Medal Doc- 
tors.” There are 14 programs in this series, each devoted to the 
biography of one of the 14 recipients of the A. M. A. Dis- 
tinguished Service Medal. With the exception of four, these 
doctors are living, and the use of their biographies for broadcast- 
ing to the public during their lifetime represents a unique de- 
parture from traditional medical ethics. Special authorization 
from the Board of Trustees plus the consent of each biographer 
was necessary. The purpose of broadcasting biographies of living 
physicians is to demonstrate to the American people that medical 
history is not confined to the past, but that the monumental dis- 
coveries of such pioneers as Harvey, Pasteur, and Osler can be 
and are being matched by the contributions of modern scientists. 

Following are the names of the subjects of the “Goid Medal 
Doctors” series: 


1. Rudolph Matas 8. George R. Minot 

2. James B. Herrick 9. Anton Julius Carlson 

3. Chevalier Jackson 10. Henry Asbury Christian 
4. James Ewing 11. Isaac A. Abt 

5. Ludvig Hektoen 12. Seale Harris 

6. Elliott Proctor Joslin 13. Evarts A. Graham 

7. George Dock 14. Allen O. Whipple 


These subjects were determined worthy of the finest produc- 
tion talent available. They were placed on records under the 
supervision of the Bureau, with radio production directed by 
Martin Magner, original organ music composed and played by 
Avenir de Monfred, and the best available New York radio 
actors under the supervision of Marshall-Hester Productions. 
These biographies will be broadcast during the next five years on 
between 500 and 800 radio stations in all parts of the United 
States. 

The transcriptions are available to county medical societies Of, 
with their approval, to health departments and voluntary health 
agencies on application to the Bureau of Health Education at 
A. M. A. headquarters. In the states of Pennsylvania, Tennesse 
Texas, New Jersey, Florida, Oregon, Washington, and Louisiana 
and territories of Alaska and Hawaii, platters are available d+ 
rectly from the state or territorial medical society. 
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FEDERAL MEDICAL LEGISLATION 


Federal Aid to Cooperative and Nonprofit 
Health Insurance Plans 

S. 1875, introduced by Senator Humphrey of Minnesota, pro- 
poses to assist cooperative and voluntary nonprofit associations 
offering prepaid health service programs to secure necessary 
facilities and equipment through long-term, interest-bearing 
loans. The purpose of this bill is to make available federal funds 
that could be borrowed at 2% interest by cooperatives and non- 
ions organized for the purpose of operating health 

Money so borrowed could be used only for the 
buildings for clinics and diagnostic and treatment 
centers, including the cost of.equipment. Five million dollars 
would be appropriated for the fiscal year ended June 30, 1951, 
4 similar sum for 1952, and 10 million dollars for each of three 
succeeding years. The Surgeon General of the Public Health 
Service would have final authority to make the loans. The Sur- 
geon General, with the advice of a National Health Services 
Facilities Council, would formulate standards for making loans, 
of organizations, amount of loans, amortization, 


profit associat 
insurance plans 
construction of 


the eligibility 

determining priority for making loans using factors of location, 

comprehensive medical care, group practice, and the like. 
Although the bill authorizes the Surgeon General to carry out 

his functions guided by the National Health Services Facilities 


ld be directly supervised and directed by the 
Federal Security Administrator. The Surgeon General, however, 
would be required to make periodic comprehensive reports on 
the operation of health service plans to Congress and to inter- 


Council, he wo 


ested organizations. The bill defines “health services” as mean- 
ing “services is are provided by physicians and dentists and 
similar professional groups, members of which are licensed 
under state | laboratory and x-ray services, and other serv- 
ices related thereto.” This bill is a new version of the principles 


advocated in S. 1805, introduced by Senator Humphrey in the 


8ist Congress 


Leprosy 
Senator Murray of Montana would amend the Public Health 
Service Act to improve the leprosy situation in the United States 


hrough his bill S. 1874. He proposes that the Surgeon General 
of the Public Health Service would administer a public informa- 
tion program concerning leprosy. The program would attempt 
to foster a spirit of tolerance and understanding on the part of 
the public for persons who have or in the future may have 
leprosy. The Federal Security Administrator would be author- 
ized to acquire additional hospitals for treatment of the disease, 
and the Surgeon General would be authorized to assume pay- 
ment for the hospitalization and treatment of certain persons 
who may be afflicted and who cooperate in the treatment speci- 
fed. A National Advisory Council would advise the Surgeon 
General en programs, rehabilitation, reemployment, financial 
assistance, and compensation to patients for their disability. 
Federal funds for a research program to discover causes and 
cures for the disease would be authorized. 


Public Assistance 


Senator Jenner of Indiana introduced S. 1865, a bill that is 
identical with S. 1099, which was previously reported. It would 
repeal provisions of the Social Security Act that require state 
Plans for old-age assistance, aid to dependent children, aid to 
the blind, and aid to the permanently and totally disabled, and 
Would restrict the use or disclosure of information concerning 
applicants and recipients to purposes directly connected with the 
administration of such plans. Under the present law the Federal 
Security Administrator is authorized to cut off federal assistance 


0 any state which makes public information regarding appli- 
cants and recipients. 


Physically Handicapped Children 


aon Humphrey introduced an amended version of S. 1463, 
ner to ains the title and number of the original bill. The orig- 
mie to enable the states to make more adequate 
physicalhe Se special services required for the education of 
wher y jandicapped children of school age. In this bill the 

tor seeks to amend S. 1463 by striking out the words “physi- 
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cally” from the phrase “physically handicapped” wherever that 
phrase appears in the bill and include in the definition of handi- 
capped children: “or who, because of mental defect existing from 
birth are incapable of managing their actions and affairs with 
ordinary prudence.” The original bill is unchanged in its proposi- 
tion for expending funds, which would eventually amount to 
16 million dollars annually after 1954 to be used in matching 
state funds to support a program providing special educational 
services for physically handicapped children. 


Armed Services Reserve Act of 1951 

Representative Brooks of Louisiana introduced H. R. 4860, 
regarding the reserve components of the Armed Forces. This bill 
is very similar to H. R. 4667, previously reported, except that it 
differs by adding two important amendments: |. In time of 
national emergency, members of the Ready-Reserve could be 
ordered involuntarily to perform active duty not to exceed 24 
consecutive months. 2. Members of the Ready-Reserve and 
those members of the Stand-by Reserves not on the inactive list 
would be given physical examinations at least once every four 
years. 


Refilled Prescriptions 

Senator Humphrey of Minnesota introduced amendments in 
the nature of a substitute to his original bill S. 1186. That bill 
proposes to regulate the labeling and dispensing of habit-forming 
and other prescription drugs by amending section 503 (b) of the 
Federal Food, Drug, and Cosmetic Act. Senator Humphrey in- 
troduced this new bill carrying the same number, which amends 
the original version by accepting the provisions of H. R. 3298 as 
favorably reported June 27 by the House Interstate and Foreign 
Commerce Committee. 


Problems of the Aging 

Two identical resolutions have been introduced which would 
authorize a select committee on problems of the aging to be com- 
posed of seven members of the House of Representatives, all 
appointed by the Speaker. These resolutions are H. R. 292, by 
Representative McCarthy of Minnesota, and H. R. 302, by Rep- 
resentative Karsten of Missouri. Both resolutions are identical 
with H. R. 238 (previously reported). 


Veterans—Presumption of Service-Connected Disability 

Representative Donohue of Massachusetts introduced H. R. 
4723, which would amend Veterans Regulations to establish for 
persens who served in the Armed Forces during World War II 
a further presumption of service connection for psychoses de- 
veloping to a compensable degree of disability within five years 
from the date of separation of service. 


Physically Handicapped 

H. R. 4912 was introduced by Representative Perkins of Ken- 
tucky and would establish the Federal Agency for Handicapped 
and define its duties. It is identical with S. 1318 and with a dozen 
House bills previously reported. 


FILMSTRIP ON VITAL STATISTICS 

The National Office of Vital Statistics has recently released 
a filmstrip entitled “Medical Certification of Causes of Death,” 
accompanied by a sound recording on a 12 in. disk. In ap- 
proximately 10 minutes this strip and platter give an excel- 
lent description of the new procedure to be followed by the 
physician in death certification. It explains the purpose of the 
new death certificate form, the use that is made of the informa- 
tion furnished and gives the guiding principle to assist the phy- 
sician in obtaining the intended certification in the simplest pos- 
sible way. The extreme importance of vital statistics in the 
analysis of health problems justifies the showing of this 
to as many physicians as possible. It would be a pleasant and 
worth-while adjunct to a county medical society meeting. Inter- 
ested physicians can obtain it by communicating with the registrar 
of vital statistics in their states. A 35 mm. filmstrip projector 
and a 33% rpm phonograph are necessary for the use of this 
sound filmstrip. 
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MEDICAL NEWS 


ARKANSAS 

New Executive Secretary.—Paul Charles Schaefer, St. Louis, 
has been appointed executive secretary of the Arkansas Medi- 
cal Society to replace Sid Wrightsman, recently appointed 
executive secretary of the Georgia Medical Association. Mr. 
Schaefer has had experience with the Arkansas Power Com- 
pany, in administrative appointments with the Fourth Army 


Headquarters, in private business, and in sales managerial 


capacities 


CONNECTICUT 
Personals.—-Dr. Roy M. Seideman, Hartford, has been appointed 
to the Office of the Surgeon General, U. S. Air Force, and as- 
signed to the preventive medicine division. He had recently been 
issociated with the Bureau of industrial Hygiene in the Con- 
ecticut State Health Department Dr. Eugene M. Blake 
ed as clinical professor and head of the department of 
hthalmology at Yale University Medical School on June 30 
4 years of service on the medical school staff. He will 


nue his private medical practice in New Haven. 


Clinical Congress.—This congress of the Connecticut State 
Medical Society a the Yale University School of Medicine 
will be held at the Yale Law School, New Haven Hospital, and 

School Medicine in New Haven, Sept. 11-13. Guest 
kers on the program include 


Resins in Treatment 


ment of Anuria 
y Evaluation of Pulmonary 


Present Status of Psychosurgers 
L's nd Abuses of Antibiotics 
uke, N. Y Alexander M. Burgess, Provi- 
ui others, Uses of Oxveen Therapy 
1 L. Wilson, (MC) United States Army, Washington. D. C 
ian’s Responsibilities in Civil Defense 
Boston, Surgical Methods in Treatment of Carcinoma 


E. Harken, Boston, Surgery of the Heart Valves 
iwson Wilkins, Baltimore, Pediatric Problems in Endocrinology 
n 7. Barhash, Newark, N. J.. George E. Gardner, Boston, and 
s. The Nervous Child 
Bri Gen. Sam F. Seeley MC) United States Army, Washington, 
LD. ¢ and assocites, Arteriovenous Aneurysms 
Thomas F. Frawley, Boston, Uses and Abuses of ACTH and Cortisone 
Louis M. Rousselot, New York, Modern Concepts of the Diagnosis and 
Surgical Treatment of Pancreatitis 
Hens I. Randall, New York, Importance of Electrolytes in Surgery. 
Cushman D. Haagensen, New York, Treatment and Results in Cancer 


he Breast 
ix Taffel, New Haven, Howard D. Trimpi, Philadelphia, Louis M 
Rousselot, and others, Sphincter-Preserving Operations in Cancer of 
the Rectum and Lower Sigmoid Colon 
J. Hartwell Harrison, John P. Merrill. Boston, and others, An Early 
Evaluation of Total Adrenalectomy in Treatment of Malignant Hyper- 
tension 
Dr. John W. Cline, San Francisco, President of the American 
Medical Association, will be a guest at the congress. At a dinner 
meeting at 7 p. m. Sept. Il at the New Haven Lawn Club, Dr. 


Cline will be the speaker. 


FLORIDA 

Cancer Cytology Center.—-The Dade County Medical Associa- 
tion on July 3 dedicated its Dade County Cancer Institute in 
Miami and presented a symposium on cytology. The program 
at the cytology center is threefold. The division of cytodiagnosis 
renders prompt diagnostic service to physicians, clinics, and 
hospitals in the area. Through an educational campaign the 
importance of regular health examinations in the physician's 
office is being stressed. The second division of the center's 
activity is the development of an adequate training and educa- 


Physicians are invited to send to this department items of news of general 
interest, for example, those relating to society activities, new hospitals, 
education and public health. Programs should be received at least three 
weeks oefore the date of meeting. 


tional program. This includes training additional technicians 
and cyto-technologists to screen cytology tests. A parallel train. 
ing program will include physicians desiring to specialize in the 
cytological field. The third division of the center's activity is the 
research program under development. Robert Chambers, Ph.D. 
research professor emeritus at New York University since 1947 
will act as senior research consultant to supervise the Setting up 
of a micrurgical laboratory and a live cell experimental laborg- 
tory. Besides tissue culture work, chemical analysis of cervical 
secretions will be undertaken. Dr. Chambers and Dr. Francis B, 
Carter, professor of obstetrics and gynecology at Duke Univer. 
sity School of Medicine, Durham, N. C., were guest speakers in 
the cytology symposium. 


INDIANA 

First Scholarship Physician Begins Practice.—Pike County is 
the first beneficiary of the scholarship program of the Indiana 
State Medical Association, which four years ago established 
scholarships for medical school students for the purpose of 
helping small towns procure doctors. In return for the financial 
help, each student agrees to practice for at least five years in 
some Indiana community critically in need of physician's 
service. Dr. Fred W. Dierdorf of Terre Haute completed his 
internship in Seaside Memorial Hospital at Long Beach, Calif., 
on July | and has begun practice in the office of the late Dr. 
Lawrence R. Miller. Dr. James M. Kirtley of Crawfordsville is 
chairman of the association’s scholarship committee. 


KANSAS 

Pathology and Oncology Departments Combined.—The depart- 
ment of pathology at the University of Kansas School of Medi- 
cine, Kansas City, was reorganized on July | with the retire- 
ment of Dr. Harry R. Wahl from the chairmanship of the 
department. He was succeeded by Dr. Robert F. Stowell, and 
the department of oncology, of which Dr. Stowell had been 
chairman, was combined with the department of pathology. 
New appointments to the department include Dr. Harlan L 
Firminger, formerly of the department of pathology of the 
National Cancer Institute, Bethesda, Md., as assistant pro- 
fessor; Dr. Chauncey G. Bly, formerly of the department of 
pathology of the University of Rochester (N. Y.) as assistant 
professor and Scholar in Cancer Research of the American 
Cancer Society; Dr. David M. Gibson and Dr. Elizabeth U. 
Corbett of Kansas City as instructors, and Dr. Max Berendson 
of the National Cancer Institute as research associate. A medi 
cal science building under construction will provide additional 
space for the departmental activities in 1952. 


MAINE 

State Medical Election.—At the annual meeting of the Maine 
Medical Association in Poland Spring June 17-19 Dr. C. Harold 
Jameson, Rockland, was installed as president. President-elect is 
Dr. Eugene H. Drake, Portland. 

Personal.—Dr. Adam P. Leighton of Portland has been re 
appointed a member of the Board of Registration of Medicine 
of Maine and Dr. Stephen A. Cobb of Sanford has been ap 
pointed a member. Dr. Leighton, who has been appointed to 
the board by seven governors, is now entering his 37th year 
of membership and his 36th year as secretary. He is also 4 
member of the National Board of Medical Examiners. At the 
registration board's regular meeting Dr. Magnus F. Ridlon of 
Bangor was elected chairman. 


MARYLAND 

Million Dollar Gift to Medical Center.—The Jewish Medical 
Center in Baltimore has received a gift of one million dollars 
for an obstetrical and gynecological building in its Simat Hos- 
pital unit. The gift was made by Mrs. Henrietta Blaustein © 
memory of her husband Louis, Baltimore industrialist, who ‘ 
in 1937. The building will be known as the Louis and Henrietta 
Blaustein Building. 


1428 
“4 
George W. Wright, Saranac ‘Lake, 
W. Wright. Saranac Lake, N 
Function 
S 
Maxwell 
George W 
ad R 
Col. Willi 
3 Ihe Phy 
Lanedon Part 
ft 
24, 
a 
| | 


11, 195} 


*hnicians 
lel train- 
ze in the 
ity is the 
S, Ph.D., 
ice 1947, 
etting up 
| labora- 
cervical 
rancis B. 

Univer- 
-akers in 


ounty is 
Indiana 
‘ablished 
‘pose of 
financial 
years in 
ysician’s 
eted his 
1, Calif. 
late Dr. 
isville is 


depart- 
yf Medi- 
e retire- 
. of the 
ell, and 
ad been 
thology. 
arlan I. 
of the 
nt pro- 
ment of 
assistant 
merican 
beth U. 
rendson 
A medi- 
ditional 


Maine 
Harold 
-elect IS 


een Te 
fedicine 
een ap- 
nted to 
th year 
also 
At the 
dion of 


Medical 
dollars 
ai Hos 
stein in 
ho died 
enrietta 


Vol. 146, No. 15 


MISSOURI 

Fellowship in Dermatology.—A fellowship in dermatology is 
available in the W ashington University School of Medicine, St. 
, For details address Assistant Dean, Postgraduate In- 


a Washington University School of Medicine, 4580 


struction, 
Scott Avenue, St. | ouis 10. 

Dr. J. Grey Jones and Dr. Leo J. Hartnett have 
been promoted to assistant professorships in the St. Louis 
University School of Medicine. -Dr. Alphonse McMahon, 
associate professor of internal medicine, St. Louis University 
Scheol of Medicine, has been named chief of staff of St. John’s 
Hospital to succeed Dr. Charles Hugh Neilson, professor of 
internal medicine at the university, who has headed the staff for 


26 years 


Personals. 


Hospital Program in Cancer.— The consulting staff of the Ellis 
Fischel State Cancer Hospital will meet at that institution in 
Columbia Sept. 16. The scientific program will include, “Diag- 
and Treatment of Gastric Retention” by Dr. Paul A. 

loseph: “Role of Radioactive lodine in the Man- 
agement oO oid Carcinoma” by Dr. George Miles, Kansas 
City, and cinoma of the Cervix” by Dr. William T. Moss, 


nosis 


Knepper. 


of the ho iff. 


Dinner Honoring Dr. Doisy.—A testimonial dinner in honor of 
Dr. Ed \. Doisy, 1943 Nobel Prize winning professor ot 
biochen St. Louis University, was held July 23 at the 
Misso tic Club. The testimonial marked the expiration 
of the | tent on one of Dr. Doisy’s scientific discoveries, 
estrone the female sex hormone. The Very Rev. Paul 
C. Rein president, bestowed on Dr. Doisy the univer- 
sity’s | Lis medal given for outstanding service to the 
university. Dr. Doisy was also presented with the distinguished 
service p ship in biochemistry, an honor conferred by 
the unive on members of its faculty who have made singular 
accomp! n the fields of teaching and research. 


NEW YORK- 
Park Fellowship Awarded.—-Dr. James Wiley Lynn Jr., School 
of Medic | Dentistry of the University of Rochester, N. Y., 
has been elec third Park Fellow by the William H. Park Fel- 
lowship trustees. Dr. Lynn, a graduate of Tulane University of 
Louisiana, New Orleans, and a veteran post-graduate fellow 
in pediatrics at the University of Rochester, will spend a year 
e work in virus diseases in preparation for later 
teaching and practice in pediatrics. His investigation will be con- 
cerned mainly with problems of the cultivation of viruses in 
cultures of human disease. Dr. Lynn is an assistant resident in 
pediatrics on the staff of the Strong Memorial Hospital and the 
University of Rochester (N. Y.) School of Medicine and Den- 
tistry. The fellowship was created by the late Dr. William Hal- 
lock Park for research work in medical, clinical, bacteriological, 
and/or filterable virus diseases. The deans of medical schools 
throughout the country are invited to submit the names of candi- 
dates, their qualifications, and proposed studies, prior to March 
15 of any year. Inquiries may be addressed to Timothy J. Healy, 
Attorney, S21 Fifth Avenue, New York 17. 
New York City 
Society News.— Officers of the New York Roentgen Society for 
the year 1951-52, whose terms begin Sept. 1, are as follows: 
Drs. Maurice Lenz, New York, president; John L. Olpp, Tena- 
fly, N. J., vice president: Irving Schwartz, New York, secretary, 
and Ernest H. Wood, New York, treasurer. 


Courses in Anesthesiology.—The Memorial Center for Cancer 
and Allied Diseases is offering refresher courses to qualified 
physician-anesthetists for periods of one to six months. Special 
emphasis is laid on anesthesia for head and neck surgery, and 
for thoracic and radical pelvic surgery. Applicants for refresher 
courses should write to Dr. Olga Schweizer, Anesthesiology, 
Memorial Cancer Center, 444 E. 68 St., New York 21. 


Rockefeller Institute. —The Rockefeller Institute 
Vincent “y Research has announced the promotion of Dr. 
—a., Dole Jr., and Dr. Philip D. McMaster from associate 
fro pe to members. Sam Granick, Ph.D., has been promoted 

M associate to associate member, and Dr. William J. Eisen- 
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menger, R. Barclay McGhee, Ph.D., George E. Palade, Ger- 
trude F. Perlmann, Ph.D., and Elliott N. Shaw, Ph.D., have 
been promoted from assistants to associates. Dr. Carl TenBroeck, 
who has reached the age of retirement, has been made a mem- 
ber emeritus of the institute. 


NORTH DAKOTA 
Physicians Regional Meeting.—The North Dakota Regional 
Meeting of the American College of Physicians will be held in 
Bismarck on Sept. 8. The scientific session, which begins at 9 
a. m. in St. Alexius Hospital, includes the following speakers: 
Grover D. Icenogle, Bismarck, Electrcencephalography Interna! 
Medicine. 
Thomas E. Pederson, Jamestown, Low Salt Syndrome 
Edgar A. Haunz, Grand Forks, Report of Nine Cases of Canicola 
Fever in One Family. 
Francis T. Lytle, Fargo, Newer Autonomic Drugs 
Allan E. Moe, Fargo, Palpebral Edema 
Howard Wakefield. Chicago, Tuberculous Pericarditis with Effusion 
Diagnosis and Management 
Robert M. Faweett, Devils Lake, Bronchography in Chronic Diseases of 
the Lungs 
Lester E. Wold, Fargo, Amyloidosis 
After the scientific session, an informal dinner will be held 
at the Bismarck Municipal Country Club. The guest speaker 
will be Dr. Wakefield. 


OHIO 

Academy of Medicine Library.—The Academy of Medicine of 
Toledo and Lucas County is constructing a $235,000 library in 
Toledo. The one story, fireproof structure will house, in addition 


Ren, hed 


Toledo Academy of Medicine Library 


to the library reading room and its stacks, offices and storage 
space, executive offices of the academy, conference rooms, an 
auditorium seating 250 persons, the telephone service bureau, 
and a lounge. The exterior will be Indiana limestone. The 
building will be situated on Collingwood and ‘West Central. Off- 
street parking space will be provided with access from Central 
Avenue. The new library will have space available for 17,000 
volumes and an ultimate capacity of 35,000 volumes and will 
provide physicians in northwestern Ohio with reference books 
and medical journals. The telephone service bureau is expected 
to be of vital importance to Toledo’s civil defense organization 
in the event of an emergency. The campaign to raise funds from 
academy members to build the library began in 1939. Those 
who have been instrumental in actively promoting the establish- 
ment of the new building are Dr. Edmund C. Mohr; Dr. Nor- 
man K. Foley, president of the academy; Dr. Karl D. Figley, 
chairman of the building committee, and Dr. Frederick P. 
Osgood, president-elect and chairman of the coordinating com- 
mittee. The academy has 467 members. 


PENNSYLVANIA 


Commission on Shock.—Deaths in Pennsylvania from non- 
perforative appendicitis having attained an “irreducible mini- 
mum,” the Commission on Acute Appendicitis Mortality of the 
Medical Society of the State of Pennsylvania has asked its 
services be discontinued. Since the commission began its inten- 
sive campaign for public education in 1937, perforations have 
been reduced from 17% to 3%. The commission has requested 
that its name be changed to that of the Commission on Shock. 
The commission could thus widen its scope and undertake study 
of all phases of shock in its developmental state. Members of 
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the commission include Drs. Cecil F. Freed, Reading, co-chair- 
man; Enoch H. Adams, Bellefonte; James Z. Appel, Lancaster; 
Frederick A. Bothe, Philadelphia; William L. Brohm, Punx- 
sutawney: Lachlan M. Cattanach, Wilkes-Barre; Raymond J. 
Garvey, Scranton; Charles V. Hogan, Pottsville; Leo D. O’Don- 
nell, Pittsburgh; Joseph P. Replogle, Johnstown; Hugh R. 
Robertson, Warren; Harvey F. Smith, Harrisburg: and Charles 
L. Youngman, Williamsport. Dr. John O. Bower is commission 
chairman. 


Philadelphia 

Personals.—_Dr. William P. Boger, who has been serving as act- 
ing medical director, has been named medical director of Sharp 
& Dohme, Inc. Since joining Sharp & Dohme in 1945, Dr. Boger 
also has been associated with the University of Pennsylvania 
Graduate School and School of Medicine. For the past three 
years, he has also been director of the laboratory of the section 
of infectious diseases at the University of Pennsylvania.—— 
Dr. Henry S. Thomas has been appointed assistant medical di- 
rector of Sharp & Dohme, Inc. 


SOUTH DAKOTA 

State Board Elections.— The South Dakota State Board of Medi- 
cal and Osteopathic Examiners re-elected Dr. Faris F. Pfister, 
Webster, president, and named Dr. Chester B. McVay, Yankton, 
secretary, at their meeting in Rapid City, July 17-18. John C. 
Foster, Sioux Falls, executive secretary of the South Dakota 
Medical Association, was named executive secretary of the 
board. which will carry on its business from its new address, 300 
First National Bank Bldg., Sioux Falls. 


TENNESSEE 

Hearing and Speech Foundation.—Ihe Tennessee Hearing and 
Speech Foundation opened headquarters in Nashville July 1 
under Freeman McConnell, Ph.D. The foundation was designed 
to discover and treat hearing and speech defects of state citizens 
following an exhaustive survey which disclosed that 5% of 
Tennessee school-age children have some hearing defect or 
speech impediment. Adult patients will be accepted. The patients 
will be taken mainly on referral from doctors throughout the 
state, and complete physical examination will be required pre- 
vious to referral. The patient will be sent back to his home town 
specialist in cases where medical treatment is required. Dr. 
William W. Wilkerson, Nashville, is chairman of the board of 
directors of the foundation. 


Heart Research Grants Awarded.— The Memphis Heart Associ- 
ation recently awarded grants totaling $3,950 to investigators 
at the University of Tennessee Medical Units, Memphis. The 
division of surgery was awarded $1,200 to continue research 
on hypertension. R. V. Brown, Ph.D., associate professor of 
pharmacology, was granted $1,500 to continue research on a 
method of determining the ability of the body to control the 
level of blood pressure. Dr. Robert C. Little, assistant professor 
of physiology, was awarded $650 for investigating the response 
of various parts of the heart to stress. Lester Van-Middlesworth, 
Ph.D., instructor in physiology, was awarded $600. Dr. Van- 
Middlesworth, in cooperation with the division of surgery, is 
trying to determine the role of the thyroid and adrenal gland 
hormones in maintaining and relieving hypertension. 


TEXAS 

Personal.—Etta Mae MacDonald, Ph.D., assistant professor of 
bacteriology and parasitology at the University of Texas Medi- 
cal Branch, Galveston, will spend the coming year as an ex- 
change professor at the University of Helsinki, Finland, under 
the auspices of the Department of State. Dr. MacDonald, who 
recently has been engaged in special research at the Oak Ridge 
(Tenn.) Institute for Nuclear Research, will be stationed at the 
Institute of Microbiology in Helsinki. 


General Practice Meeting.—The Texas Academy of General 
Practice will hold its second annual scientific assembly at the 
Shamrock Hotel in Houston, Sept. 10-11. Seventeen scientific 
papers will be given. Speakers include the president and the 
executive secretary of the American Academy of General Prac- 
tice. Secretary-treasurer of the Texas Academy of General 
Practice is Dr. Bernard H. Bayer, 104 E. 20th St., Houston 8. 


J.A.M.A., Aug. 11, 195} 


WEST VIRGINIA 


Annual Meeting Report.—Dr. Sobisca S. Hall, C larksburg, was 
elected president of the West Virginia State Medical Association 
at the annual meeting in White Sulphur Springs July 19-2], He 
will assume his new duties Jan. 1, 1952. Dr. Clark K. Sleeth 
of the West Virginia University School of Medicine. Morgan- 
town, was elected first vice president; Dr. Jacob C. Huffman of 
Buckhannon, second vice president, and Dr. T. Maxfield Barber, 
Charleston, was re-elected treasurer for his 25th term. Dr. Frank 
J. Holroyd, Princeton, was elected delegate to the American 
Medical Association with Dr. James L. Wake, Parkersburg, as 
alternate. Other official action taken of the meeting is as follows: 

The house of delegates unanimously instructed the AMA 
delegates from West Virginia to vote in favor of abolishing the 
classification of “fellowship” in the American Medical Associa- 
tion at the AMA clinical session at Los Angeles in December. 
The minimum age for election to honorary membership was 
raised from 65 to 70 years, with a provision that the doctor must 
have been a member for 15 consecutive years prior to his 70th 
birthday. Two amendments to the constitution were unanimous- 
ly adopted. One limits membership to “doctors of medicine 
licensed to practice in West Virginia who are members of a 
component society of the West Virginia State Medical Associa- 
tion,” and the other raised annual dues from $15 to $25. A new 
section on radiology was created by the house of delegates. Dr. 
Vernon L. Peterson, Charleston, was named chairman, and Dr. 
W. Paul Elkin, also of Charleston, secretary-treasurer. The 
name of the section on industrial health was changed to “section 
on industrial medicine and public health.” Dr. Watson F. 
Rogers, Parkersburg, was named section chairman. The follow- 
ing doctors were elected to honorary lifetime membership in the 
State Medical Association: Benjamin F. Moyers, Mathias; 
James A. Rusmisell, Buckhannon; Joseph U. Rohr, Sweet 
Springs, and Charles 1. Wall, Rainelle. Dr. S. D. H. Wise, 
Parkersburg, was unanimously nominated for associate fellow- 
ship in the American Medical Association. The request for the 
establishment at West Virginia University School of Medicine 
of a chapter of the Student American Medical Association was 
approved. The next annual meeting will be held in White 
Sulphur Springs at the Greenbrier, July 24-26, 1952. 


WISCONSIN 

Personal.—Dr. Armand J. Quick, professor of biochemistry, 
Marquette University School of Medicine, Milwaukee, was 
invited by the Society of Biology of Santiago, Chile; the Uni- 
versity of Chile; the National Academy of Medicine, Buenos 
Aires, Argentina; the Argentina Society of Hematology and 
Hemotherapy: the Medical Schoo! of Montevideo, Uruguay, and 
the Medical School of Sao Paulo, Brazil, to lecture and give 
demonstrations on the coagulation of blood and the hemorrhagic 
diseases during the months of June and July. 


Diagnostic Center on University Campus.—The University of 
Wisconsin board of regents has approved the location of the 
State Department of Public Welfare’s new Diagnostic Center on 
the university campus in Madison. The site agreed on is part 
of the triangle formed by University Avenue, the Milwaukee 
Road tracks, and the Naval Armory, two blocks west of the 
Madison General Hospital. The regents voted to deed to the 
board of public welfare the university property on the site, i 
exchange for an area of about equal size now owned by the 
board. The board has already earmarked $1,200,000 in state 
appropriations for the center, which was established by statute 
in 1949. When completed the center will be equipped and 
serviced for the temporary residence and diagnosis of persons 


‘ committed to the services or institutions under the jurisdiction 


of the State Department of Public Welfare, except those patients 
committed to Mendota State Hospital, Madison, and Winne- 
bago State Hospital, Winnebago. Dr. William D. Stovall, chai 
man, board of public welfare, said: “We plan to furnish 4 
complete physical and mental inventory, where necessary, 

each individual committed to the care and custody of the De 
partment of Public Welfare, thereby assuring commitment 1 
the institution best suited to care for his particular case, d 
velopment of the most effective curative or rehabilitative proce 
dures in such case, and the most effective coordination of all the 
institutional facilities provided by the state.” 
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GENERAL 
Society Elections.—At its annual meeting, the American Elec- 
troencephalographic Society elected Dr. James L. O'Leary, St. 
Louis, president: Dr. Robert B. Aird, San Francisco, vice 
president; Dr. John A. Abbott, Boston, secretary; and Mary 
A. B. Brazier, Ph.D., Boston, treasurer.——Officers of the 
American Therapeutic Society for the year 1951-52 include: Dr. 
Wendell B. Gordon, Pittsburgh, president; Dr. Oscar B. Hunter, 
Washington, secretary, and Dr. Howard Wakefield, Chicago, 
treasurer. 


Physical Medicine Congress.—The American Cc ongress of 
Physical Medicine will hold its annual scientific and clinical 
session Sept. 4-8 at the Shirley-Savoy Hotel, Denver. All ses- 
sions will be open to physicians and other professional person- 
nel. In addition to the scientific sessions, the annual instruction 
seminars will be held Sept. 4-7, to be given in two groups. One 
set of 10 lectures will consist of basic subjects, and attendance 
will be limited to physicians. The other set of 10 lectures will 
be more genera! in character and will be open to therapists 
who are registered with the American Registry of Physical 
Therapists or the American Occupational Therapy Association 
as well as to physicians. Information may be obtained by 
writing to the American Congress of Physical Medicine, 30 N. 
Michigan Ave., Chicago 2. 


World Congress for Welfare of Cripples——The Fifth World 
Congress of the International Society for the Welfare of Crip- 
ples will be held at Norrbacka Institutet in Stockholm, Sweden, 


Sept. 9-14. Ihe preliminary program includes the following 
subjects and addresses 
International A for the Physically Handicapped, Dr. Harold Balme, 
Lond I 
Medical \ the Prevention of Disability, Dr. Axel Hojer. Sweden. 
Coordinatior { Medical Care and Social and Pedagogic Services, 
Chairman: Dr. Howard A. Rusk, New York. 
The Act ( ( n of the Disabled in the Care of the Disabled, 
Mr. F. Berge-M n. Denmark 
Employmen ¢ Disabled, Chairman: Mr. G. C. H. Slater, England. 
The World ¢ nd the Future, Mr. Lawrence J. Linck, Chicago. 
Responsibilit { the International Society for the Welfare of Cripples, 
Dr. Henry H. Kessler, West Orange, N. J., president of the Inter- 
national § for the Welfare of Cripples, and Karl Persson 
president tth congress of the society. 
Section meetings also will be held. 


International Symposium on Chemistry of ACTH.—This sym- 
posium, sponsored by Armour and Company, will be held at the 
Palmer House, Chicago, Sept. 18. The conference will follow 
within a few days the jubilee meeting celebrating the 75th birth- 
day of the American Chemical Society, together with the meet- 
ings of the International Chemical Congress and the Inter- 
national Chemical Union in New York and Washington. Many 
prominent foreign chemists will be in the United States for these 
sessions, most of them as guests of American chemical and 
pharmaceutical organizations. Visitors at the symposium will 
include Arne liselius, biochemist of the University of Uppsala, 
Sweden, winner of the Nobel Prize in chemistry in 1948; A. R. 
Todd, Cambridge biochemist, and C. J. O'R. Morris of the 
London, England, County Hospital. Scheduled to present formal 
Papers are David F. Waugh, Ph.D., biochemist of the Massa- 
chusetts Institute of Technology, Cambridge; E. B. Astwood, 
Tufts College, Boston, chemist; Emil L. Smith, Ph.D., and 
George W. Sayers, Ph.D., both of the University of Utah, Salt 
Lake City; Sidney W. Fox, Ph.D., biochemist, lowa State Uni- 
versity, lowa City; Wendell M. Stanley, Ph.D., Choh H. Li and 
biochemists, and Fred W. Carpenter, virologist, 
White of California, San Francisco. Wilfred 
peered sete D. Fischer, biochemists of the Armour and 
y research division, will also deliver papers. 

nation’s traffic accident record for the 

¢ year ended on a note of alarm, the National 


sicty Council reported July 30. The June traffic death toll was 
P 18 over the same month a year ago, the greatest increase 


yng month since July, 1946. The six-month highway death 
o 16,320 Was 1,200 deaths, or 8%, above the same period 
~ year. If this trend continues, the 1951 traffic death toll will 


37,800, almost 3,000 abov i 
St 5, e last 
traffic toll in history. st year, and the fourth highest 


Part at least, by hea 


The zooming traffic toll is explained, in 
vier travel. Mileage figures are not yet 
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available for June, but travel was up 9% in the first five months 
of the year. In these same months, traffic deaths went up 6%. 
The sharp increase in deaths in June was not confined to any 
part of the nation. The largest increases, 37 and 30%, occurred 
in the Mountain and South Central Regions, respectively, while 
the smallest increase of 7% came in the Pacific Region. Of 44 
states reporting for June, only 10 had fewer deaths than a year 
ago, while 33 had more deaths and one reported no change. 
The 10 states with fewer deaths were the following: 


—22% Massachusetts ........... —3% 
cans —5% 


The June increase occurred in both city and rural areas. In 427 
cities reporting for June, deaths increased 19%. 


International College of Surgeons Meeting.—The Annual As- 
sembly of the United States and Canadian chapters of the Inter- 
national College of Surgeons will be held at the Palmer House, 
Chicago, Sept. 10-13. The preliminary program lists the follow- 
ing symposiums and panel discussions: 

Symposium on Surgery of the Colon, Jacob A. Glassman and Hans 
Popper, Chicago; William L. Waskow, Madison, Wis. 

The Acute Surgical Abdomen, Arnold S. Jackson, Madison, Wis.; 
Charles W. Burns, Winnipeg, Canada; Ralph R. Coffey. Kansas City, 
Mo.; John W. Howser, William A. Hendricks, Arkell M. Vaughn, 
and Manuel E. Lichtenstein, Chicago. 

Cardio-vascular Symposium, Egbert H. Fell and Willis J. Potts, Chi- 
cago; Felix L. Pearl. San Francisco; Saul S. Samuels, New York 

Symposium on Acute Intestinal Obstruction, Willis D. Gatch, Indian- 
apolis; Franklin |. Harris, San Francisco; Ira H. Lockwood, and 
Claude J. Hunt, Kansas City, Mo. 

Acute Intestinal Obstruction, Herbert Acuff. Knoxville, Tenn., Thomas 
B. Noble Jr., Indianapolis, Philip Thorek, and Guy V. Pontius, 
Chicago. 

Sectional meetings also will be held. The banquet will be held 
Wednesday at 7:30 p. m. Dr. A. Lawrence Abel, London, Eng- 
land, will speak on “What is Happening in Britain—Fact and 
Fiction,” and he will address the morning session the following 
day on “Abdominal-Perineal Operation for Carcinoma of the 
Rectum.” Other speakers outside North America include Dr. 
Soichi Yanagi, Sapporo, Japan, who will speak on Thursday 
afternoon on “Thermal Effects on Wound Healing,” and Dr. 
Giuseppe Bendandi of Rome, Italy. Convocation ceremonies will 
be held at 7 p. m. Thursday at the Chicago Civic Opera House. 
The Honorable Estes Kefauver, United States Senator from 
Tennessee, will speak on “The America of Tomorrow.” A 
motion picture program will be shown continuously Monday 
through Thursday from 10 a. m. to 4:30 p. m. Scientific and 
technical exhibits will be open daily. The registration fee is $5. 


The Kansas-Missouri Flood.—According to a July 23 report by 
the U. S. Public Health Service, this flood, to date, had brought 
no major medical catastrophe. The approximately 40 deaths at- 
tributed to the flood constitute a remarkably small toll consider- 
ing the number of communities affected and the suddenness 
with which the flood struck many areas. Although federal, state, 
and local health authorities in the flooded area had anticipated a 
major problem with mosquitoes and flies, and possibly with 
rats, the majority of health experts do not consider an epidemic 
likely now. However, because of increasing public demand in 
both Kansas and Missouri, there were numerous spraying opera- 
tions with insecticides and larvicides by state and local health 
authorities and other community groups by the end of the past 
week. The heavy and prolonged rainfall during the last six 
weeks have made conditions right for an outbreak of encephali- 
tis. As a precautionary measure, the Communicable Disease 
Center is assisting in entomological surveillance of flooded 
areas. One of the largest single problems resulting from the 
recent flood in Kansas City was the disposal of some 12,000 
dead animals in the stock yards. The two local rendering plants 
are out of commission, and it was impossible to utilize plants 
outside the flood area. By the end of the week the condition of 
the carcasses required the speediest possible removal; two sani- 
tary landfills were in operation, and orders had gone out to 
dispose of all carcasses by this method. Among other problems 
remaining after the flood is the provision of housing for ap- 
proximately 12,000 persons now homeless in the Kansas City 
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area. Some 4,500 evacuees were registered in Manhattan, Kans., 
where about two-thirds of the homes were flooded and 100 
were completely destroyed. The flood is estimated to have 
covered an area of 500,000 square miles and to have caused 
property damage in the neighborhood of a billion dollars. 
*rovision of emergency health services in the flood area has 
been primarily a state and local operation, with federal agencies 
such as the Housing and Home Financing Agency, the Public 
Health Service, Food and Drug Administration, Red Cross, the 
Corps of Engineers, and the Air Force, providing additional 
help as required. Before rescue and evacuation work was com- 


pleted, arrangements were being made by local authorities to 


safeguard the public health. Portable water purification units 
were moved to the area: tvphoid vaccination centers were set 
up: special equipment such as water main sterilizers and electric 


motor dryers were shipped from distant points: supplies of 
DDI 


and HTH (calcium hypochlorite) were located and flown to 
the area, and public health workers and other specialized per- 


‘rted and brought in 


as needed 


Prevalence of Poliamyelitis.— According to the National Office 


of Vital Statistics, the following number of reported cases of 


poliomyelitis occurred in the United States in the weeks ended 
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International Poliomyelitis Conference.—The second Inter. 
national Poliomyelitis Conference will be held at Megj. 
cinesk-Anatomisk Institut of the University of Copenhagen 
Sept. 3-7, under the presidency of Basil O'Connor, Mew 
York. There will be official representation of governments at the 
congress, active members, physicians, and scientists, as well as 
representatives of invited societies and philanthropic organiza. 
tions, and associate members. Seven scientific sessions wil] be 
held at which addresses will be delivered in English, French, 
German, and Spanish, with simultaneous interpretation, The 
official banquet will take place Sept. 7 on invitation. Thomas 
Cook & Son, Wagon-Lits-Cook, and the American Express 
Company will aid with reservations for transportation and cur. 
rency arrangements. The Swedish-American lines have made 
available the MS Stockholm leaving New York Aug. 25 at 
10:30 a. m. and going directly to Copenhagen, arriving the 
afternoon of Sept. 2. Arrangements should be made through 
Thomas Cook & Son, 587 Fifth Ave.. New York 17. The 


program is as follows: 


VIRUS 


AND TTS INTERACTION WITH THE Host 


Viruses as Organisms, C. H. Andrewes, London, En 

Viruses as Chemical Agents, Wendell M. Sta ey, Ph.D Berkeley, Calif 

Virus and tts Interaction with the Host Cell: Bi mical Aspects, 
F. ©. Bawden, Herts, England 

Virus Multiplication and Variation, Max Delb-uck, Ph.D., Pasadena, 


Virus, Frank L. Horsfall. New York 


External Factors Influencing 


ATHOLOGY PATHOPHYSIOLOGY Of 


AND POL ION 


Multiplication and Properties of Poliomyelitis Vir n Cultures of 
Human Tissue, John F. Enders, Ph.D.. Boston 

Functional Organization in the Spinal Cord with P cular Reference 
to the Normal and Disordered Re sponse of Mo rons, David P 
C. Llevd, Ph.D... New York 

Virus and Host Factors Determining the Nature and Severity of Lesions 
and of Clinical Manifestations, David Bodian, Ba re 

A Review of Some Recent Studies of Skeletal Muscle Anterior Polio- 
myelitis and Other Neuromuscular Disorders in M rd the Experi- 
mental Animal, Ruth E. M. Bowden, London, Er d 

Ihe Motor Unit in Poliomyelitis, P. Bauwens, Lond England 


THE GROUP OF 


The Coxsackie Viruses Isolation and Properties, Gilbert J. Dalldorf, 
Alban N.Y 

Immunolog Epidemiology and Clinical Aspects of Coxsackie Virus 

C. Curnen, New Haven, Conn 


CONSACKIE 


VIRUSES 


Infection, Edward 


DIFFERENTIAL ACUTE POLIOMYELITIS 


DIAGNOSIS iN 


Differential Diagnosis in Paralytic Poliomyelitis, R. Debre, Paris. 

Laboratory Aspects of the Differential Diagnosis in Acute Poliomye- 
litis (with reference to Coxsackie, EMC [encephalomyocarditis], LCM 
{iymphocytic choriomeningitis], mumps, herpes, and leptospira viruses), 
Joseph E. Smadel, Washington, D. C 

A Specific Complement-Fixation Test for Poliomyelitis, Jordt Casals, 
New York 

TREATMENT OF POLIOMYELITIS 

Management of Respiratory Insufficiency, James L. Wilson, Ann Arbor. 

Reconstructive Surgery of the Upper Limb, H. J. Seddon, London, 
England 

Surgical Rehabilitation of the Hand Disabled by Poliomyelitis (emphasis 
on the restoration of pinch), Charles E. Irwin, Warm Springs, Ga. 
presented by Don L. Eyler, Nashville, Tenn. 

Correction of Scoliosis, John R. Cobb, New York 

Physical Medicine in Poliomyelitis, Robert L. Bennett, Warm Springs, 
Ga 

Social Problems of Poliomyelitis, Alice Bruun, Copenhagen, Denmark. 

Psychological Aspects of Poliomyelitis, Morton A. Seidenfeld, Ph.D., 

New York. 


IMMUNITY IN POLIOMYELITIS 

AND OTHER VIRUS 

Antibodies and Immunity to Poliomyelitis, Howard A. Howe, Baltimore. 

Latent Survival of Viruses and Persistence of Immunity, J. L. Melnick, 
New Haven, Conn. 

Factors Which Influence the Clinical Course of Poliomyelitis, W. 
Ritchie Russell, Oxford, England. 

Inoculation Procedures as a Provoking Factor in Poliomyelitis, 4 
Bradford Hill, London, England. 

Immunologic Classification of Poliomyelitis Viruses, Jonas B. Salt, 
Pittsburgh. 


AND RESISTANCE 


INFECTIONS 


ECOLOGY OF POLIOMYELITIS 
Extrahuman Sources of Poliomyelitis, J. H. S. Gear, Johannesburg, 
South Africa. 
Distribution of Poliomyelitis Virus in a Community, Thomas Francs 
Jr., Ann Arbor. 
The Epidemiologic Pattern of Poliomyelitis in Sweden, G. Olin Stock- 
holm, Sweden. 
Knowledge and Trends in Poliomyelitis: A Summary, John R. Paul 
New Haven, Conn. 
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MEETINGS 


AMERICAN ASSOCIATION oF OBSTETRICIANS, GYNECOLOGISTS AND ABDOMINAL 
SurcEONS, The Homestead, Hot Springs, Va., Sept. 6-8. Dr. William F. 
Mengert. 2211 Oak Lawn Ave., Dallas, Texas, Secretary. 

AMERICAN CONGRESS OF Puysicat MEpIcINE, Shirley-Savoy Hotel, Denver, 
Sept. 4-8. Dr. Walter J. Zeiter, 2020 E. 93d St., Cleveland 6, Execu- 
tive Director 

AMERICAN Hosprrat Association, St. Louis, Sept. 17-20. Mr. George 
Buebee. 18 E. Division St., Chicago 10, Executive Director 

AMERICAN ROPNIGEN Ray Soctety, Washington, D. C., Sept. 25-28. Dr. 


Barton R. Young, Germantown Hospital, Philadelphia 44, Secretary. 

AMERICAN Maxitroractat SURGEONS, Drake Hotel, Chicago, 
Sept. 23-26. Dr. Casper M. Epsteen, 25 E. Washington St., Chicago 2, 
Secret 

Covorapo Stare Mepticat Society, Denver, Sept. 18-21. Mr. Harvey T. 
Sethma ! | nt Place. Denver 2, Executive Secretary 

Distri Meipicat Society oF, Hotel Statler, Washington, 
Oct. 1 lore Wiprud, 1718 M St. N.W., Washington, 
Secreta 

KANSAS ¢ yest Socrety, Municipal Auditorium, Kansas 
City, M Dr. Maxwell G. Berry, 630 Shukert Bide... Kansas 
Cit Clmuics 

KEN KY S Columbian Auditorium, Louisville. 
Oct. 2 ) rwood, 620 8. Third St.. Louisville 2, Secretary. 

MICHIGAN % \l Grand Rapids, Sept. 26-28 Dr. L. 
Fer | Olds Tower, Lansing 8. Secretary 

MISSISS Society, Peoria, Hl... Sept. 19-21. Dr. Harold 
Swanb St.. Quincy, Secretary 

Montan \! 110N, Great Falls, Sept. 13-16. Mr. L. R. 
He Billings, Executive Secretary. 

Nasu } Mepicat ASSEMBLY, Maxwell House. Nashville, 
I 0 \. G. Kennon Jr., 647 Doctors Bldg., Nashville 3, 
Sec 

Nation ! \ CIATION, Philadelphia, Aug. 20-24. Dr. John T. 
Give S Norfolk 10, Va., General Secretary 

NeEUROS or America, Sun Valley, Idaho, Sept. 12-14. Dr. 
Cc. N. Manassas St.. Memphis §, Tenn., Secretary. 

Nevapa S ASSOCIATION, Riverside Hotel, Reno, Sept. 13-15. 
Dr. W { 7 W. Sixth St.. Reno, Secretary 

New Ha Society, Equinox House, Manchester, Vermont, 
Sept ) ecring G. Smith, 44 Chester St.. Nashua, Secretary. 

NoRTHEAS Tt SOUTHEASTERN SurGicat ConGress, Lord Balti- 
more H Sept. 13-15. Dr. W. Raymond McKenzie, Medi- 
cal Art ; re |, Secretary 

Nortn Tt N OKLAHOMA Fatt Ciinicat CONFERENCE, Wichita 
Falls, Tx 19. Dr. W. L. Powers, 517 Hamilton Bidg., Wichita 
Falls, 

PENNSYLVANIA. MibicaAt SOCIETY OF THE STATE OF, Pittsburgh, Sept. 16-20. 
Dr. Wa 1) ison, 500 Penn Ave., Pittsburgh 22, Secretary. 

RENO Sur CONFERENCE, Riverside Hotel, Reno, Nev., Aug. 
23-25. Dr. © (. Moulton, 130 N. Virginia St., Reno, Nev.. Chairman. 

SOUTHWESTER cal ConGress, Hotel Jefferson, St. Louis, Sept. 24- 
26. Dr. C. | tree, 1227 Classen St., Oklahoma City 3. Secretary. 

Texas AcabeM) of GENERAL Practice, Shamrock Hotel, Houston, Texas, 
Sept. 10-11. Dr. B. H. Bayer, 104 E. 20th St., Houston 8, Secretary. 

U.S. CHari International College of Surgeons, Palmer House, Chicago, 
Sept. 10-14 r. Arnold S. Jackson, 1516 Lake Shore Drive, Chicago, 
Executive t 

Uta State M at Association, Salt Lake City, Sept. 13-15. Dr. T. C. 
Weggeland ’. Fifth East St., Salt Lake City, Secretary. 

VERMONT Stait Mepicat Society, Equinox House, Manchester, Sept. 30- 
Oct. 2. Dr. J s P. Hammond, 542 Main St., Bennington, Secretary. 
WASHINGTON Mepicat Association, Olympic Hotel, Seattle, Sept. 
9-12. Dr. J W. Haviland, 338 White-Henry-Stuart Bldg., Seattle, 


Secretary 

WESTERN Socteiy OF ELECTRO-ENCEPHALOGRAPHY, Olympic Hotel, Seattle, 
Sept. 7-9. Dr. Nicholas A. Bercel, 450 N. Bedford Drive, Beverly Hills, 
Calif., Secretar 

Wiscnosix, Staite MeDICAL SocreTY OF, Hotel Schroeder and Milwaukee 
Auditorium, Milwaukee, Oct. 1-3. Mr. Charles H. Crownhart, 704 E. 
Gorham Madison 3. Secretary. 

WYOMING S1aie Mepicat Sociery, Rock Springs, Sept. 27-29. Dr. Glenn 
W. Koford, 2020 ¢ arey Ave., Cheyenne, Secretary. 


INTERNATIONAL 


Eurorean ConGress on RHEt MAIISM, Barcelona, Spain, Sept. 24-27. Dr. 
Gunnar Edstron, Sweden. Secretary. 

GENERAL PRACTITIONERS STUDY CLUB INTERNATIONAL, Rome, Italy, Sept. 
12-15. Dr. John O'Connell, 10300 Lackland Road, St. Louis 14, Mo. 
U. S. A., President 


INTERNATIONAL ANESTHESIA RESEARCH SoclETY, London, England, Sept. 


3-7. Mr. R. W. Cope, University College Hospital, London W.C.1, 
England. 


In - 
TERNATIONAL ASSOCIATION OF ALLERGISTS, Zurich, Switzerland, Sept. 23- 


th cre A. - Grumbach, Hygiene Institut der Universitaet Zurich, 
urich, Switzerland. 
OF ANESTHESIOLOGY, Nursing School of the Sal- 
Paris 6 Paris, France, Sept 20-22. 12 rue de Seine, 
Inteaxation ce, ecretariat. 
17-24. Dr Concress ON ENTOMOLOGY, Amsterdam, Holland, Aug. 
136 Rapenburgerstraat, Amsterdam, Secretary. 
Técnico, | GRESS ON INDUSTRIAL MEDICINE, Instituto Superior 
°, Lisbon, Portugal, Sept. 9-15. Dr. Luis Guerreiro, Instituto 


tonal do Trabalho e Previdéncia, Praca do Comercio, Lisbon, Secre- 
tary General. 
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INTERNATIONAL CONGRESS ON MENTAL HEALTH, Mexico City, Mexico, Dec. 
11-19. Mrs. Grace E. O'Neill, Division of World Affairs, National As- 
sociation on Mental Health, 1790 Broadway, New York 19, N. Y. 

INTERNATIONAL CONGRESS OF PHysicaL Mepicine, London, England, July 
14-19. Dr. A. C. Boyle, 45, Lincoln’s Inn Fields, London, W.C.2, 
England, Honorary Secretary. 

INTERNATIONAL GERONTOLOGICAL CONGRESS, Hotel Jefferson, St. Louis, Mo., 
U.S. A., Sept. 9-14. Dr. John E. Kirk, 5600 Arsenal Street, St. Louis 9, 
Mo., Chairman, Program Committee. 

INTERNATIONAL POLIOMYELITIS CONGRESS, Copenhagen, Denmark, Sept. 
3-7, Prof. Dr. Niels Bohr, Statens Seruminstitut, 80 Amager Blvd., 
Copenhagen S., Denmark, President. 

INTERNATIONAL SOCIETY OF SURGERY, Paris, France, Sept. 24-29. Dr. L. 
Dejardin, 141, rue Belliard, Brussels, Belgium, Secretary General 

INTERNATIONAL SOCIETY FOR THE WELFARE OF CriIPPLES, Fifth World Con- 
gress, Stockhoim, Sweden, Sept. 9-14. Mr. Donald V. Wilson, $4 E, 
64th St.. New York 21, N. Y., U. S. A., Executive Director 

Pan Pacific SURGICAL ASSOCIATION CONGRESS, Honolulu, Hawaii, Nov, 
7-19. Dr. Forrest J. Pinkerton, Suite 7, Young Bldg., Honolulu, Hawaii. 
President 

WorLD CONFEDERATION FOR PHysiciaL THERAPY, Copenhagen, Denmark, 
Se pt 

WortD MepDiIcAL ASSOCIATION, Stockholm, Sweden, Sept. 15-21. Dr. Louis 

H. Bauer, 2 E. 103d St., New York 29, N. Y., U. S. A., Secretary 

General 


EXAMINATIONS 
AND LICENSURE 


NATIONAL BOARD OF MEDICAL EXAMINERS 


NationaL Boarb oF Mepicat Examiners: Parts and Il. Various Centers 
Sept. 5-7 (Part I onh Applications must be filed at least thirty days 
prior to an examination. Ex. Sec., Mr. E. 8. Elwood, 225 8S. 14th St 


Philadelphia 


EXAMINING BOARDS IN SPECIALTIES 

AMERICAN BOaRD OF ANESTHESIOLOGY: Oral. Memphis, Oct. 14-17. Sec 
Dr. Curtiss B. Hickcox, 80 Seymour St.. Hartford 15. Conn 

AMERICAN BOARD OF DERMATOLOGY AND SyPHILOLOGY: Written. Chicago 
March 1952. Oral. Chicago, May 1952. Final date for filing application 
is Feb. 1, 1952. Sec.. Dr. George M. Lewis, 66 E. 66th St.. New York 21 

AMERICAN BOakD OF INTERNAL MEDicIne: Written. Various centers, Oct 
1S. Final date for filing applications was May 1. Oral. The schedule of 
oral examinations for 1951 has been arranged on a regional basis as 
follows: New York, covering Maine, Massachusetts, New Hampshire, 
New York and Vermont. San Francisco, covering Arizona. California 
Colorado, Idaho, Montana, New Mexico, Oregon, Utah and Washington 

Only candidates who have not taken an oral examination can be admitted 
under the schedule arranged thus far. 

Oral examinations in the subspecialtics will be held at the same time and 
place and on the same distribution 

Exec. Sec., Dr. William A. Werrell, 1 W. Main St.. Madison 3 

AMERICAN BOARD OF NEUROLOGICAL SURGERY: Oral. Chicago, Oct. 25-26 
Oral Chicago, May 1952. Final date for filing applications for the May 
1952 examination is Jan. 1, 1952. Sec., Dr. W. J. German, 789 Howard 
Ave., New Haven 4, Conn 


AMERICAN BOARD OF OBSTETRICS AND GYNECOLOGY: Written. Feb. 1, 1952, 


Final date for filing applications is Nov. 1. Oral. Chicago, June 7-13. 
1952. Final date for filing application is Feb. 1, 1952. Sec.. Dr. Robert 
L. Faulkner, 2105 Adelbert Road, Cleveland 6. 


AMERICAN BOARD OF OPHTHALMOLOGY: Written. Twenty-five centers, Feb 


4-5, 1952. Oral. Chicago, October 8-13. Sec., Dr. Edwin B. Dunphy, 56 
Ivie Road, Cape Cottage, Maine. 


AMERICAN BOARD OF ORTHOPAEDIC SURGERY: Final date for filing applica- 


tions for the 1952 Part II examinations is Aug. 15, 1951. Sec., Dr 
Harold A. Sofield, 122 S. Michigan Ave., Chicago 3. 


AMERICAN BOARD OF OTOLARYNGOLOGY: Oral. Chicago, Oct. 8-12. Sec., Dr. 


Dean M. Lierle, University Hospital, lowa City 


AMERICAN BoarD oF PEDIATRICS. Oral. Buflalo, Oct. 26-28. Ex. Sec., Dr. 


John McK. Mitchell, 6 Cushman Rd., Rosemont, Pa 


AMERICAN BOARD OF PLASTIC SURGERY: Denver, Oct. 27-29. Final date for 


filing of case reports is Aug. 30. Sec., Dr. Bradford Cannon. Office of 
the Board: 4647 Pershing Ave., St. Louis & 


AMERICAN BOARD OF PREVENTIVE MEDICINE: Written. San Francisco, Octo- 


ber 28. Oral. San Francisco, October 29. Sec., Dr. Ernest L. Stebbins, 
615 North Wolfe St., Baltimore 5 


AMERICAN BoarD OF ProcTOLOGYy: Philadelphia, Nov. 17-18 Sec.-Gen., 


Dr. Louis A. Buie, 102-110 Second Ave., S.W., Rochester, Minn. 


AMERCIAN BoarD OF PSYCHIATRY AND NEUROLOGY: Oral New York, Dec. 


17-18. Final date for filing applications is Sept. I. Act. Sec., Dr. David 
A. Boyd Jr., 102-110 Second Ave., S.W., Rochester, Minn 


AMERICAN BoarD oF RaDIOLOGy: Oral. Washington, D. C., Sept. 17-22. 


Sec., Dr. B. R. Kirklin, 102-110 Second Ave., S.W., Rochester, Minn. 


AMERICAN BOARD OF SURGERY: Written. Various centers, Oct. 1951. Final 


date for filing applications was July 1. Written. Various Centers. March 
1952. Final date for filing application is Dec. 1, 1951. Sec., Dr. J. Stew- 
art Rodman, 225 S. 15th St., Philadelphia. 


BoarD OF THROACIC SURGERY: Written. Various parts of the country. Sept. 


14, 1951. Final date for filing applications was July 15. Oral. St. Louis, 
Nov. 2. Sec., Dr. William M. Tuttle, 1151 Taylor Ave., Detroit 2, Mich. 


AMERICAN BoarD oF UROLOGY: Chicago, Feb. 9-13, 1952. Final date for 


filing applications is Sept. 1. Sec., Dr. Harry Culver, 30 Westwood Rd., 
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Schoemaker, Daniel Martin, Webster Groves, Mo.; born in 
Muscatine, lowa, Oct. 7, 1867; Rush Medical College, Chicago, 
1904; at one time affiliated with the University of Chicago; 
intern, St. Louis City Hospital, 1905-1906; scholar in anatomy 
at the Rockefeller Institute of Medical Research in New York 
during the years 1902 and 1903; served as part-time assistant 
city bacteriologist, 1906-1907; associate professor of anatomy at 


St. Louis University School of Medicine, 1904-1905 and from 
1907 to 1911; professor from 1911 to 1946, and director of the 
department from 1930 to 1946, when he became professor 


emeritus of anatomy and director emeritus of the department; 
for many years secretary of the council of the school and fresh- 


man adviser; presented the Fleur-de-Lis Award by the university 

1948: presented a portrait of himself by the student body of 
the school of medicine in 1947;"retired just prior to his 80th 
birthday, although he retained limited teaching duties; member 
of the American Association for the Advancement of Science, 
American Association of Anatomists, Sigma Xi, Alpha Omega 
\lpha, and Nu Sigma Nu; anatomist, St. Mary’s Group of Hos- 
pitals from [931 to 1946; author with Dr. A. C. Eycleshymer, “A 
Cross Section Anatomy”; since 1921 member of the council of 
\lexian Brothers Hospital, ‘vhere he died May 27, aged 83, of 


cerebral hemorrhage 

Wittmer, John Jay * New York: born in Brooklyn Aug. 26, 
1898S; Long Island College Hospital, Brooklyn, 1922; formerly 
on the faculty of his alma mater; member of the American 
Public Health Association and the American Association of 
Industrial Physicians and Surgeons, of which he had been for- 
merly a director and past president; served during World War 1; 
vice president of the Consolidated Edison Company, for which 
he developed an employee medical and benefits program; on 
April 21 of this year chosen by Yale University Center of Alco- 
hol Studies as chairman of a national advisory council repre- 
senting leading corporations; at the request of the late Mayor 
Fiorello H. La Guardia, established a health insurance plan for 
New York City employees and their families, which has been 
adopted for many other groups; a member of Mayor Impellit- 
teri’s advisory committee on Puerto Rican affairs; a director of 
the Health Advisory Council of the United States Chamber ot 
Commerce and of the Visiting Nurse Service of New York; 
died in New Canaan, Conn., May 19, aged 55, of coronary 
thrombosis 


Sappington, Samuel Watkins ® Rosemont, Pa.; born in Philadel- 
phia Jan. 3, 1874; Hahnemann Medical College and Hospital of 
Philadelphia, 1897; since 1947 professor emeritus of pathology 
and bacteriology at his alma mater, which he had joined in 1900 
as demonstrator of pathology, became associate professor in 
1905 and professor in 1907, serving for many years as professor 
of pathology and bacteriology; specialist certified by the Ameri- 
can Board of Pathology; fellow of the American College of 
Physicians; member of the College of American Pathologists, 
Society of American Bacteriologists, and the American Society 
of Clinical Pathologists; pathologist, Hahnemann Hospital, where 
he died May 16, aged 77, of carcinoma of the gastrointestinal 
tract. 


Sturdevant, Matthew Chafin # Glendale, Calif.; born in Pasa- 
dena, April 10, 1909; University of Southern California School 
of Medicine, Los Angeles, 1936; specialist certified by the Ameri- 
can Board of Obstetrics and Gynecology; instructor in obstetrics 
and gyrecology at the University of Southern California School 
of Medicine; secretary of the Los Angeles Obstetrical and Gyne- 
cological Society; chairman of the obstetrics committee and 
member of the tumor board, Physicians and Surgeons Hospital; 
consulting obstetrician, Glendale Sanitarium and Hospital; on 
the courtesy staff of Presbyterian Hospital-Olmstead Memorial 
in Los Angeles; died in St. Vincent’s Hospital, Los Angeles, May 
18, aged 42, of right frontal lobe abscess following sinusitis. 


# Indicates Fellow of the Ant rican Medical Association. 


DEATHS 


J.A.M.A., Aug, 11, 1954 


Amdor, William Franklin # Glendale, Calif.; Barnes Medical 
College, St. Louis, 1897; member of the lowa State Medical 
Society; died May 10, aged 76, of cerebral arteriosclerosis and 
Parkinson's disease. 

Baird, Wilson Davis Sr., Oklahoma City, Okla.; Atlanta Medical 
College, 1895; member of the American Medical Association; 
died May &, aged 87, of cardiac failure. 


Barnum, Charles Gardiner * Groton, Conn.: Yale University 
School of Medicine, New Haven, 1911; emeritus chief of staf 
and head of obstetrics and gynecology at the Lawrence and 
Memorial Associated Hospitals in New London; died March 20, 
aged 67. 

Bell, Celsus Price, Welch, Okia.; St. Louis College of Physicians 
and Surgeons, 1899; died April 28, aged 78, of influenza. 


Bibby, Kenneth Adams, Waukegan, III; Queen's University 
Faculty of Medicine, Kingston, Ont., Canada, 1932; affiliated 
with Victory Memorial Hospital, where he died March 22, aged 
44, of pancreatic calculi. 

Bickley, G. G., Waterloo, lowa; the Hahnemann Medical Col- 
lege and Hospital, Chicago, 1911; member of the American 
Medical Association; died in a Wisconsin sanatorium May 24, 
aged 64. 


Bowles, Eugene K., Jordan Mines, Va.; Baltimore Medical Col- 
lege, 1907; member of the American Medical Association; died 
May 18, aged 65. 


Brennan, John C., Brookline, Mass.; Boston University School 
of Medicine, 1898; died May 15, aged 77. 


Brown, Newell Jonathan, Bakersfield, Calif.; College of Physi- 
cians and Surgeons, Los Angeles, 1905; died in the Veterans Ad- 
ministration Center, Los Angeles, March 21, aged 68, of hyper- 
tensive cardiovascular disease. 


Carroll, John William, Russellville, S. C.; University of Mary- 
land School of Medicine, Baltimore, 1903; member of the 
American Medical Association; died in Berkeley County Hos- 
pital, Moncks Corner, May 4, aged 73, of coronary thrombosis. 


Gabrielianz, Alexander G. ® Chicago; University of Odessa 
Faculty of Medicine, Russia, 1918; served during World War I 
and held the Suvorov medal of the Imperial Russian Army; 
member of the Association for the Study of Internal Secre- 
tions; died in Wesley Memorial Hospital June 26, aged 60, of 
carcinoma of the left lung. 

Hunt, George Pratt, Pittsfield, Mass.; Harvard Medical School, 
Boston, 1900; served as president of the Berkshire County 
Tuberculosis Association; specialist certified by the American 
Board of Pediatrics; member of the American Academy of 
Pediatrics and the American Medical Association; on the staf 
of Pittsfield General Hospital; for many years on the staff of the 
House of Mercy: died May 22, aged 73, of coronary infarction 
and arteriosclerosis. 

McCarthy, Francis Xavier # Philadelphia; Temple University 
School of Medicine, Philadelphia, 1920; affiliated with Chestnut 
Hill and Presbyterian hospitals; died May 24, aged 58, of cardiac 
failure. 

McDowell, Hugh Chauncey # Buffalo; University of Buffalo 
School of Medicine, 1911; member of the Buffalo Obstetrical 
and Gynecological Society; served during World War I; on the 
staffs of the Millard Fillmore and Buffalo General Hospitals 
died May 20, aged 62, of cerebral hemorrhage. 

McGinn, Arthur Francis, Providence, R. L.; College of Physi 
cians and Surgeons, medical department of Columbia Colleg® 
New York, 1895; died May 21, aged 81, of arteriosclerosis and 
prostatic hypertrophy. 
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Needles, John Walter, Redondo Beach, Calif.; University of 
Southern California School of Medicine, Los Angeles, 1937; 
member of the American Medical Association: served as Coast 
Guard medical officer during World War Il: on the staffs of the 
Jared Sidney Torrance Hospital in Torrance and the Haw- 
thorne (Calif.) Hospital; died May 18, aged 39, of coronary 
sclerosis. 

Olson, Andrew Allen # Wichita, Kan.; University of Kansas 
School of Medicine, Kansas City, 1925; member of the Ameri- 
can College of Allergists; died in Rochester, Minn., May 15, 
aged $2, of brain tumor. 


Parker, John E., Orange, N. J.; Yale University School of Medi- 
cine, New Haven, Conn., 1906; member of the American 
Medical Association: fellow of the American College of 
Surgeons: served as senior surgeon and chief of staff at Orange 
Memorial Hospital: died May 22, aged 71, of pulmonary 
embolus and coronary sclerosis. 


Pratt, Caroline Georgine Kreiss, Atlanta, Ga.; Washington Uni- 
versity School of Medicine, St. Louis, 1942; member of the 
American Medical Association; surgeon in the communicable 
r, United States Public Health Service Reserve; 
ned at Fernandina, Fla., May 22, aged 37. 


disease cente 
accidentaily dre 
Roush, Franklin Winbert # St. Petersburg, Fla.; Miami Medical 
College, Cinc iti, 1899: served during World War I; at one 
time surgeon for the Central Branch of the National Military 
Home in National Military Home, Ohio; died May 2i, aged 73, 
of acute myocardial infarction. 


Sagert, Carl Martin, Morristown, N. J.; State University of lowa 
College of Medicine, lowa City, 1935; member of the American 
Medical Association: formerly affiliated with New Jersey State 
Hospital in Greystone Park; on the courtesy staffs of All Souls 
Hospital and Morristown Memorial Hospital; died May 22, 


aged 38, of coronary occlusion. 


Scruggs, William Marvin, Charlotte, N. C.; University of Penn- 
{ Medicine, Philadelphia, 1914; member of the 
American Medical Association and Southeastern Surgical Con- 
gress: fellow of the American College of Surgeons; served in 
France during World War I; affiliated with Shelby Hospital in 
Shelby, Presbyt Mercy, Good Samaritan and Charlotte 
Memorial hospi! died May 18, aged 61, of coronary sclerosis 
and hypertensio 


Sheilhorn, Bartlett Lockwood # Major, U. S. Army, retired, 


syilvania Schoo 


Colfax, Wash.: Central Medical College of St. Joseph, Mo., 1895; 
Rush Medical College, Chicago, 1900; served during World 
War I; entered the medical corps of the U. S. Army as a captain 


in July 1920; retired Aug. 31, 1934 for disability in line of duty; 
died May 15, aged 75, of coronary thrombosis. 


Shorr, Abraham # Brooklyn; New York Homeopathic Medical 
College and Flower Hospital, New York, 1916; specialist certi- 
fied by the American Board of Otolaryngology; member of the 
American Academy of Ophthalmology and Otolaryngology; 
served during World War 1; affiliated with Unity Hospital, 
Beth-El Hospital, and the Brooklyn Hebrew Home and Hospital 
for the Aged, all in Brooklyn, and the Gouverneur Hospital in 
New York; died in Jewish Hospital, Brooklyn, May 14, aged 60. 


Shurtleff, George Frederick, West Paris, Me.; Harvard Medical 


an Boston, 1892; died March 7, aged 82, of cerebral hemor- 
thage. 


Suehs, Paul Ernest, Austin, Texas: University of Texas School 
of Medicine, Galveston, 1903; member of the American Medical 
Association; on the staffs of Brackenridge, St. David's, and 
Seaton hospitals: died Feb. 16, aged 76, of hypertension and 
Coronary artery disease. 


Taylor, James Sherwood, St. Helena, Calif.; Louisville (Ky.) 


Pees College, 1888: formerly practiced in Fairbury, Nebr.; 
ed May 15, aged 84, of senility. 


Townsend, Irving, Poughkeepsie, N. Y.; New York Homeo- 
pathic Medical College and Hospital, New York, 1887; past 
ete of the Dutchess County Medical Society; died in 
éssar Brothers Hospital May 17, aged &6, of arteriosclerosis. 
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Trice, John Lilly, Tupelo, Miss.; Tulane University of Louisiana 
School of Medicine, New Orleans, 1915; member of the Ameri- 
can Medical Association: on the staff of North Mississippi Com- 
munity Hospital; died May 16, aged 59, of coronary disease. 


Tucker, Orman Alvaro, Tunbridge, Vt.; University of Vermont 
College of Medicine, Burlington, 1932; died in Hanover, N. H., 
April 13, aged 48, of undiagnosed disease of the brain and 
porphyria. 


Vance, Frederick Elmer, Ottumwa, lowa: Rush Medical College, 
Chicago, 1887; died April 29, aged 88. 


Van Slyke, William Henry, Hancock, Mich.; Detroit College of 
Medicine, 1897; died in St. Joseph's Hospital, May 23, aged 75, 
of a fracture of the left hip as the result of a fall. 


Viau, Benjamin Harrison # Sacramento, Calif.; Stanford Univer- 
sity School of Medicine, San Francisco, 1916; served during 
World War I; acting chief medical officer of the Sacramento 
Veterans Administration office: formerly assistant to the chief 
of the outpatient department in the Veterans Administration 
office and hospital in Fresno; died May 18, aged 60, of coronary 
sclerosis. 


Wallace, James Ernest # Jacksonville, Fla.; Temple University 
School of Medicine, Philadelphia, 1943; specialist certified by 
the American Board of Pathology; member of the American 
Society of Clinical Pathologists; served overseas during World 
War II: chief of the department of pathology and vice president 
of the staff, St. Luke's Hospital; assistant in pathology at the 
Duval Medical Center; killed in an airplane crash off Key West 
April 25, aged 37. 

Walsh, Harry Edwin, Chicago; Chicago College of Medicine and 
Surgery, 1910; member of the American Medical Association; 
died in Evangelical Hospital May 16, aged 75, of coronary 
thrombosis and chronic nephrosclerosis. 


White, Estridge Peterson, Odd, Va.; Medical College of Vir- 
ginia, Richmond, 1913; formerly member of the York Board of 
Supervisors; retired as president of the First National Bank of 
Poquoson in 1950; member of the American Medical Associa- 
tion; affiliated with Dixie Hospital in Hampton, where he died 
April 19, aged 67, of coronary occlusion. 


Whitten, Kathryn Marion, Los Angeles: Chicago College of 
Medicine and Surgery, 1917; killed in an automobile accident 
May 12, aged 69. 


Willard, William Gleason, Benzonia, Mich.; Chicago Homeo- 
pathic Medical College, 1886; Rush Medical College, Chicago, 
1898; served as health officer and mayor of Benzonia; formerly 
practiced in Oak Park, Ill., where he was on the staff of West 
Suburban Hospital; for many years on the staff of Cook County 
Hospital in Chicago; died May 24, aged 85, of arteriosclerosis 
and pneumonia. 

Wold, Alvin Pontus ® Oakland, Calif.; University of Minnesota 
Medical School, Minneapolis, 1924; served on the staff of Stan- 
ford University Hospital in San Francisco; died in Peralta Hos- 
pital, Oakland, May 16, aged 55, of brain tumor. 

Woolsey, Frank Mahlon, Hancock, N. Y.; Northwestern Uni- 
versity Medical School, Chicago, 1896; served as president of 
the Hancock Central School Board; died in Binghamton (N. Y.) 
City Hospital March 13, aged 81, of aneurysm of the abdominal 
aorta. 


Youmans, Charles Emmett * Frankfort, Ky.; Kansas City (Mo.) 
University of Physicians and Surgeons, 1921; served during 
World War I; superintendent of the Kentucky Training Home; 
died May 19, aged 56, of myocarditis. 


Young, James Lee, Clinton, S. C.; Maryland Medical College, 
Baltimore, 1902: member of the American Medical Association; 
died in Hays Hospital, May 14, aged 70, of coronary thrombosis. 


Yuska, Adam Leonard, Chicago; Chicago College of Medicine 
and Surgery, 1910; member of the American Medical Associa- 
tion; on the staff of Holy Cross Hospital; died May 23, aged 76, 
of coronary thrombosis. 
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PUBLIC HEALTH SERVICE 


Technical Aid in Flooded Areas.—Public Health Service and 
Food and Drug Administration experts were on the job in the 
Kansas and Missouri flood region to help state and local authori- 
ties in the prevention of disease and the protection of health and 
food supplies. More than 50 Public Health Service engineers. 


physicians, and sanitarians were on duty in the Kansas City area, 


and an additional 30 engineers and sanitarians of the Commu- 
nicuble Disease ¢ ter, Atlanta, Ga., were ready for an emer- 

encyv call trom state thorities in the flood area 
The " K s City regional office made available to 
the icpartment ive million halazone tublets tor use 
sxurts of the city where the purity of the water supply 


At the re of Dr. Robert H. Riedel, acting state health 
fires for K PHS Communicable Disease Center in 
\l iuttemy it ssemble 25.000 pot ids of DDT to be used 

rhous eas as the water recedes to reduce fly and 

) ( eding to mum. ii ldition, the Public Health 
™~ ‘ nt DOT concent tes tor home use as well as as ppl 
‘4 

In Kansas City, Samuel Alfend, tood and drug district chief, 

ecl store eNecutives, rail- 
flou d teed manulacturers in order to 


Institute of Arthritis and Metabolic Disease.— Appointment of 
Dr. Charles S. D lson and Dr. Ralph EF. Kn to head two 

ind Metabo! Disease has been 
M. Wilder, director of the institute 


th 


1) 

fur Jo 7, 1951. p. 984 
1) Daa crate director of the Thorndike Memoria! 
l tory in Beston, has been appointed chief of the clinical 
tions branch. Dr. Ralph F. Knutti, asseciate professor 
University of Southern California School of Medicine, 
has been appointed chief of the extramural programs branch 
ey Davidson ha been mssoctiate director of the Thorndike 


Memerial Laboratory since 1948. He has specialized in hemor- 
hagic disease, shock, nutrition, and liver disorders. Dr. Knutti, 
who has been a member of the faculty of the University of 
Southern California since 1942, has specialized in pathology 
For over 20 years he has been associated with such institutions 
us Vanderbilt University, Lakeside Hospital in Cleveland, the 
Rockefeller Institute for Medical Research, the University of 
Rochester, several Rochester hospitals, and Childrens Hospital, 
Los Angeles 

Health Programs in Southeast Asia.—Five officials of the 
International Health Division of the Public Health Service 
will arrive in Bangkok shortly to make a study of the public 
health programs of the missions in southeast Asia established by 
the Economic Cooperation Administration. Those scheduled to 
go were Dr. Howard M. Kline, chief, technical missions branch; 
Miss Virginia Arnold, chief nurse; Dr. R. W. McComas, chief, 
health service branch; Dr. Donald J. Pletsch, chief of SEA tech- 
nical missions, and Dr. Paul S. Heneshaw, chief, program devel- 
opment branch, now in India. The Public Health Service officials 
will hold a conference in Bangkok, August 6-11, with chiefs of 
the Public Health Service sections of the missions in Burma, 
Thailand, Indo-China, Indonesia, and Formosa. The conference 
is the first of its kind. Representatives of the World Health Or- 
ganization and the United Nations International Children’s Emer- 
gency Fund have been invited to attend. Following the Bangkok 
conference, the Public Health Service officials plan to visit other 
southeast countries to study the operations of the several pro- 
grams. The group is expected to remain in the area for two 
months. 

The Public Health Service is responsible for the technical 
administration of, and recruitment of personnel for, all public 
health activities of missions under the direction of the ECA chief 
of missions. Field operations include malaria and communicable 


GOVERNMENT SERVICES 


J.A.M.A., Aug. Il, 195; 


disease control programs and rural sanitation and public health 
demonstration projects. Nurses attached to the mission act as 
consultants to local nursing organizations and help train young 
native women in the profession. Nearly 100 commissioned off. 
cers—doctors, nurses, sanitarians, administrators, and other 
public health personnel—are at present serving two-year tours of 
duty in these ECA missions. 


Change Name of Marine Hospitals.—Hospitals operated by the 
Public Health Service under the name “U. S. Marine Hospitals” 
have been redesignated as United States Public Health Service 
Hospitals, Dr. Leonard A. Scheele, Surgeon General of the Pyb. 
lic Health Service announces. The new uniform designation for 
the 21 hospitals now operated by the service became effective 
on July |. The change was made to simplify administrative pro- 
cedures in administration of the hospitals. 

In a letter to maritime unions and other interested groups, 


Doctor Scheele pointed out that during the years since 1798. 
when President John Adams approved legislation creating a 
medical care program for merchant seamen, Congress had in- 


creased the number of groups entitled to treatment at the hos- 
pitals and the old designation was no longer descriptive of the 
functions performed. Activities of the hospital service, in addi- 
tion to patient care, include research and preventive medicine. 

\tfected by the change in name will be 21 U. S. Marine Hos- 
pitals, located in ports along the ocean and Gulf coasts, the 
Great Lakes, and the Mississippi River. They range in size from 
30 to 9OO beds. There are also two tuberculosi spitals at Ft 
Stanton, N. M.. and Manhattan Beach, N. Y., tine hospital al 
Carville, La., for persons with Hansen's disease (leprosy). Besides 
American seamen, the Marine Hospitals treat officers and enlisted 
men of the Coast Guard and Coast and Geodetic Survey, federal 
employees hurt at work, and other groups designated by the 
Congress as federal beneficiaries. The service operates neuro- 
psychiatric hospitals at Ft. Worth, Texas, and Lexington, Ky., 
primarily to treat persons addicted to narcotic drugs. The latter 
hospitals were opened in the 1930's and have been known as 
United States Public Health Service Hospitals 


Personal.—Dr. Charles Lane Newberry has been appointed spe- 
cial assistant to the chief of the division of industrial hygiene, 
Public Health Service. In his new post, Dr. Newberry will be 
responsible for the development of rehabilitative and health serv- 
ices in industry. 


VETERANS ADMINISTRATION 


“Wheelchair” Homes.—The Veterans Administration said July 
26 that nearly 3,600 seriously disabled veterans have established 
their right to federal grants for “wheelchair” homes. The grants 
were authorized by an Act passed by Congress in 1948 and later 
amended, under which the VA defrays 50% of the cost of such 
homes for eligible veterans, up to a maximum grant of $10,000. 

Originally, only paralyzed veterans could receive the grant, 
but the amended law makes eligible all veterans of war or peace 
time service since 1898, whose service-connected disabilities fe 
sult in the loss, or loss of use, of both legs. The homes incorpe 
rate such special features as ramps, doorways wide enough 1 
accommodate a wheelchair, special bathroom fixtures, and exer 
cise rooms equipped in accordance with the needs of the 
individual. The grant may be utilized in several ways. The 
veteran may buy a lot and build a home on it, remodel his pres 
ent home to suit his needs, or apply the grant against mortgage 
indebtedness if he already has a suitable home. 

As of June 30, 1951, the housing plans of 1,880 disabled 
veterans had been approved in a total amount of $17,046,449. 
A survey of 1,536 fully-paid grants showed 263 recipients living 
in California, 114 in Hlinois, 100 in Texas, 99 in New 7% 
State, 78 in Massachusetts, 61 in Florida, and 59 in Pennsyt 
vania. Every other state except Nevada was represented in 
cases surveyed. 
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PARIS 


Cerebral Angiography.—J. Bonnal and M. Mattei (Marseille) 
demonstrated, by a study of 153 cases, the importance of angiog- 
raphy in cerebral lesions. It is indicated in cases in which a 
vascular malformation ts suspected. In cerebellar neoplasms it 
allows accurate location of the lesion. In 50% of them it facili- 
tates histologic diagnosis of the tumor; also, the location of the 
pedicle is possible, which is of importance to the neurosurgeon. 
At the mecting ol Dec. 12, 1950, of the Medical Society of 


Marseille, the authors stated that this examination does not 
entail dang n their 153 angiographies, they observed none 
of the complications reported by Christophe (Liege) and others. 
In only t satients with cerebral tumors did papilledema de- 
velop, W one case, regressed within 12 hours after ad- 
ministrat f magnesium sulfate. The other patient died eight 
davs late topsy revealed no vascular lesion ascribable 
to artes however, a cholesteatoma invading the left 
temporal ! is present. The iodized contrast medium used 
was dio iuthors consider arterial hypertension, age 
above 65 synerasy as contraindications. Recently they 
extenck lies to medical vascular syndromes, especially 
to thro 

Anzio. iphy, Whose value was previously demonstrated 
in the d of pulmonary tumors, proved to be of great 
importance diagnosis of certain venous compressions of 
the med which, despite their extensiveness, were asymp- 
tomatic. © | 17, 1951, M. Bariety and P. Choubrac re- 
ported to the National Academy of Medicine two cases in which 
ingiocal ‘hy revealed a compression of the left venous 
brachioce} trunk due to the presence of an aortic tumor 
(a medias sembryoma). There were no classical signs of 
venous n i! compression and, despite the establishment 
of a collat circulation, no venous dilatation occurred. They 
also used 2 (70°) in a dose of 50 to 60 cc. injected within 
approxima one second. 


Third International Medical Congress.—This congress, devoted 
to “water biology and therapeutics,” will take place in 
Evian Septer 7-9 under the presidency of Prof. E. Chabrol 
(Paris) and vice presidency of Prof. P. Delore (Lyons). 
Among the reports are the following subjects: the role of the 
hypophysis the regulation of diuresis; the role of the liver, 
the endocrine glands, and the proteins in the maintenance of 
water balance. syndromes of water retention during pathologi- 
cal pregnanc\. acute and chronic dehydration in hot climates; 
Water regulation in cardiovascular pathology; local hyperemia, 
and absorption of water and diuresis in abdominal surgery. 


TURKEY 


Hookworm Disease.—Before the first world war the presence 
of Necator ricanus was not known in Turkey; it was iirst 
recognized in 1924 by the late Ord. Prof. Akil Muhtar Ozden 
of Istanbul University and Dr. Hasan Vasif Somyurek, chief 
of the medical department of Istanbul Municipal Haseki Hos- 
pital. The patients were farm laborers from Trabzon and Rize, 
on the eastern coast of the Black Sea, and it was learned later 
that during the war, when this region was occupied by the Rus- 
sians, they had employed Chinese coolies for road construction. 
The same year, the health department of the new Turkish re- 
Public instituted a survey, which revealed that, commencing at 
the Russian border, the farm population in the environs of the 
‘owns of Hopa, Rize, Trabzon, Giresun, and Ordu, along the 
Black Sea coast, was infested with hookworm disease. In 1929, 
Dr. Ziya Oktem, afterward professor of microbiology at Istan- 
bel University, Was appointed to initiate a hookworm disease 
“ampaign. At the Third National Microbiology Congress, held 
at Ankara in 1948, Dr. Oktem reported that the species in ques- 
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tion was Necator americanus, that the climate of the Black Sea 
coast favored the spread of the disease, that persons working in 
the fields did so barefooted, that the sanitary installations were 
most primitive, and that in some regions the farmers used human 
excreta as fertilizer, that 40 to 50% of the rural population 
along the Black Sea littoral was infested with the parasites, that 
5 to 15% of the population farther inland had become infested 
during temporary employment in the coastal regions, and that 
the climate of the Black Sea coast, though in the temperate zone, 
is most favorable to the development of the parasites. The tem- 
perature during the summer months is 30 to 40 C., and in the 
autumn averages 22 C. The average monthly rainfall is 147 mm. 
and the hygrometer reading is 80 to 90. Even in the summer 
the weather is cloudy most of the time and is often accom- 
panied by dense fog. In addition, there is an abundance of trees 
and shrubbery, preventing the sun from reaching the soil. In 
these regions, Indian corn is grown. Going into the cornfields 
during the season is like entering a Turkish bath, and not very 
far inland high mountain ranges (3,500 to 4,000 meters) along 
the eastern coast of the Black Sea prevent a forest air current. 
The soil cf the littoral is sandy 

During the three and a half years that Prof. Oktem directed 
the campaign in the districts of Hopa, Pazar, and Rize, in 172 
villages 21,949 stool specimens were examined, of which 10,857 
were positive and 11,092 were negative. The incidence was about 
49.5. It was higher among women because they work in the 
fields, while the men are employed as seasonal workers in the 
towns. 

More than 39,000 persons were given carbon tetrachloride: 
after one dose the incidence dropped from 49.5% to 17°. Of 
226 positive carriers, 195 became negative after the second dose 
and 31 remained positive. Carbon tetrachloride was given in 
2 to 2.5 cc. capsules or in jelly. Toxic symptoms were rare. 
More than 5,000 persons harboring parasites and eggs were given 
two doses of tetrachlorethylene, with the result that on reexami- 
nation the incidence dropped from 49.5% to 26%. In one vil- 
lage, half the population was given carbon tetrachloride and 
the other half tetrachlorethylene. Reexamination of the stools of 
both groups revealed that tetrachlorethylene was slightly less 
effective, but toxic symptoms were negligible. Oil of cheno- 
podium proved to be only half as effective as carbon tetra- 
chloride, and hexylresorcinol was found to have no effect on 
Necator americanus. Hexylresorcinol was given to 271 persons; 
in the majority, when the stools were examined, after the purga- 
tive, only ascarides and oxyurids were found; examination two 
weeks later again revealed Necator eggs. 

Persons with hookworm disease were all anemic, and parasite 
counts revealed that several patients had as many as 500 to 700. 
The incidence of carriers in school children was 30 to 35%. 
Periodic examination of stools of all infected persons is carried 
out, and the use of human excreta for manure has been pro- 
hibited. A health education plan was adopted in schools, and 
villages posters explain ways of prevention and the con- 
struction of sanitary privies. The hookworm disease campaign, 
which the Ministry of Health and Social Assistance began in 
1929, is still in effect. Hookworm disease is not encountered 
in the interior of Anatolia. Patients in Anatolian hospitals found 
to be infected with Necator americanus invariably are natives 
of the Black Sea coastal regions. Because a great many persons 
in Anatolia have ascarides, stool examinations of all persons 
admitted to hospitals is routine. 


Von Recklinghausen’s Disease.—Dr. Feridun Timur of the 
medical department of the Tekirdag general hospital reported 
his observations in a case of multiple neurofibromatosis. The pa- 
tient, a carpenter, was 43 years old. After his recovery from 
influenza 17 years ago, small nodules began to appear all over 
his body. Since they were not painful and caused no inconveni- 
ence, he did not seek medical advice. Then, during the course of 
two years, the nodules increased in number and size, some be- 
coming as large as a walnut, and brown spots and moles ap- 
peared. Ten years ago a small tumor appeared on the right side 
of the neck, which gradually grew to the size of an orange. Six 
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months ago, accidental pressure on the tumor caused irritation 
in the throat, which a few months later was accompanied by 
paroxysmal cough, hoarseness, cyanosis and sensation of suffo- 
None of these manifestations appeared when the tumor 
was not touched. The patient, who was slightly mentally de- 
ficient, had no hereditary disease. Wassermann and Kahn re- 
actions were negative. Spread all over the patient's body were 
numerous smooth and shiny neurotibromas, the color of normal 


cation 


skin with pigmentation in some places, from the size of a pea 
to the size of a walnut. The larger fibromas had a stem. On the 
right side of the neck, over the pneumogastric nerve, there was 
i hard, movable, painless tumor, the size of an orange, causing 
paroxysmal cough, dysphonia, and cyanosis when compressed. 
There was no change in the pulse rate; the blood pressure was 
110/80; the sense of touch was normal. The tumor, which had 
pneumogastric nerve, was removed; it 


embraced the right 
weighed 77 gm. and measured 6.5 cm. by 5.3 cm. During the 
Operation the patient had violent paroxysmal cough. Micro- 
copic examination of the tumor revealed a wide necrotic area 
ninded by an edematous area. The pathologic diagnosis 


was neurohproma 


Cervical Rib.—During 12 years Ord. Prof. Burhaneddin Toker 


ind his associate, Dr. Hayrullah Kocaoglu, of the Istanbul Uni- 
versity surgical department have removed congenital malfor- 
mation cervical ribs of 10 patients. The last two patients, a 
man and a woman, were admitted in 1950. The patients com- 


pla ed of rheumatic pains ind inability to raise the affected 
irm, numbness in the fingers, and difficulty in moving the head 
to left. There was 40 to 60 loss of muscle tone 


from right 
impaired sense of 


with nystagmus, involuntary reflexes, and 


touch. In most cases the ribs were incomplete. Complete ribs 


ind ribs joined to the clavicle have also been encountered. In 
ical ribs are bilateral, but in these 10 patients 


the condition was bilateral in only one. All complaints dis- 
ippeared within a few weeks after removal of the ribs. 


of Cases, cerry 


ISRAEL 


1950 Poliomyelitis Epidemic in Israel.—In (the journal 
of the Jewish Medical Association of Israel) for July 1, 1951, 
Dr. W. Falk, of the pediatric department of the government 
hospital at Haifa, summarized his observations on the 1950 
poliomyelitis epidemic 

Prior to 1950 only one or two cases of poliomyelitis appeared 
monthly in Palestine. During 1950, about 1,600 cases were listed, 
which is more than | case per thousand population. The epi- 
demic was heralded by a rising number of isolated cases in the 
summer of 1949. The curve fell in the following winter months. 
The curve rose sharply from mid-April, 1950, reaching a climax 
in June. It is doubtful whether the June peak is characteristic of 
this geographic area. During September, there was a consider- 
able decline of cases. Some 60° of the victims were male and 
40° female; 28° were infants up to one year of age, 56% up 
to 2 years, 73.5% up to 3 years and 93% upto 5 years. 

One might be inclined to regard the mass immigration into 
this country as the source of disturbed stability in the immuno- 
logical situation of the population. This, however, would not 
explain the actual similarity of age distribution among the new- 
comers and among the population of long standing, since the 
virus type was obviously not strange to either the newcomers 
or to the older population. It seems to have been a strain of 
different virulence but of identical or closely related immuno- 
logical constitution 

There were 30 infants under 6 months, i. e., 7.4% of the total 
number. It is doubtful that most infants up to the age of 4 or 5 
months are protected by transplacental immunization. The 
youngest patient of this series was 17 days old. Five days after 
the disease appeared in the infant, severe paralysis developed 
in her mother. 

In rural districts there was a considerable number of cases 
among playmates who had been in close contact with one 
another. Still more frequent were parallel cases among children 
housed in the same room in the children’s quarters at communal 
settlements and in the nurseries of immigration camps. In three 
cases it appeared most prbbable that the infection had cccurred 
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in a ward of one of the pediatric departments at the hospital, In 
this ward there had been no previous case of poliomyelitis, ang 
neither medical nor nursing staff had been in contact with the 
cases in the poliomyelitis ward. 

Ihe comparatively low incidence (1%) in the local Arab 
population cannot be attributed entirely to poor notification, 
since in the government hospital there is a high proportion of 
Arab patients with other diseases. The severity and course of 
the disease in well-nourished and in undernourished children 
were similar. There was no evidence that severe physical strain 
or exposure to the sun affected the course of the disease. 

Conditions in the nurseries of children’s homes and coopera- 
tive settlements are favorable for the detection of abortive and 
nonparalytic cases. In general, the percentage of nonparalytic 
Cases increased with the older age groups. Altogether a total of 
(22°) nonparalytic cases was observed. 

Paralysis rarely occurs without prodromal symptoms; these 
appeared in about two-thirds of the total number of cases. The 
first phase of the illness lasts two to three days. The interval 
between fever peaks was on the average two days. The second 
peak was generally higher. Paralysis usually appears either dur- 
ing this phase or immediately after. Spasm appeared frequently 
and was often extremely painful. The limbs and dorsal muscles 
were most frequently affected. The pains were eased by hot 
packs 

In practically all cases there were meningitic symptoms. In 
young infants, Brudzinski's sign may, but need not, be patholog- 
ical. Absence of reflexes indicates approaching paralysis, but 
such paralysis may be transitory. 

There were 22 cases of isolated facial paralysis and 34 of 
facial paralysis together with other bulbar and/or spinal paral- 
yses. Bulbar cases occurred most frequently among 2 and 3-year- 
olds. Nystagmus was often and anisocoria sometimes present. 

There was frequent paralysis of the eye muscles, either alone or 
in combination with skeletal muscles. 

The most frequent clinical manifestations of bulbar paralysis 
are disturbances in swallowing, total or partial paralysis of the 
soft palate, laryngeal stridor, hoarseness, and complete paralysis 
of the vocal cords. Convulsions were rare; when present, they 
gave rise to doubt regarding the diagnosis. Children who sur- 
vived encephalitic symptoms retained no sequelae. 

There were 53 fatal cases, 26 of which were in hospital for 
less than 24 hours. The highest mortality rate was among infants. 
The respirator was used on 42 children; 29 (69°) of these cases 
were fatal. Autopsy sometimes revealed myocarditis. Electro- 
cardiograms were not regularly made; when they were, they 
showed no pathological changes. Fatty degeneration of the liver 
was not infrequently noted. 

There was no evidence that quarantine measures were of any 
value. In the government hospital itself, not one case of the 
illness was reported among the medical and nursing staff or 
among the members of their families. 


BRAZIL 


Technical Development of DDT Emulsifiers with Vegetable Oil 
Base.—In its campaign of DDT house spraying, the National 
Service of Malaria uses the insecticide mainly in emulsion, the 
emulsifying agent being, until recently, imported triton® X-100 
(an alkylated aryl poly-ether alcohol). In order to decrease the 
cost of the work, Henk Kemp and Paulo Barragat tried, at the 
Institute of Malariology, to prepare an emulsifier with oils from 
native plants. A product prepared with castor oil and glycerm, 
called B-13, was found to be as effective as other emulsifiers 
marketed in Brazil. Used in field tests, it was possible to dis- 
tribute the product uniformly with a minimum running dowa 
the walls, even on oil-painted internal surfaces, and leaving 1° 
stains on light-colored walls. Another advantage was the small 
quantity of DDT that adhered to the spraying nozzle. Thes 
successful tests led to the building of a large plant, which Is now 
producing enough B-13 for routine work. The production of 
B-13 leaves the malaria service independent of the irregular 
supply of a foreign product and represents an annual saving 
$125,000. It has been found, at the control laboratory, that ® 
B-13 emulsions are more stable than those prepared W 
triton® X-100. 
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Nuisances: Hospital's Right To Enjoin Disturbing Noises.— The 
plaintiff hospital filed a suit to enjoin the defendants from oper- 
ating a loud speaker, amplifier and broadcasting device in con- 
nection with their music store. From a judgment in favor of the 
defendants, the plaintiff appealed to the Kansas City court of 
appeals, Missourt. 

rhe plaintiff corporation, for some 22 years, has been engaged 
in the operation of a clinic and hospital in Excelsior Springs, 
Mo.. and the defendants have been engaged in the operation of a 
music store located across the street from a part of the hospital. 
Approximately two years before this suit was filed, the defend- 
ant installed « loud speaker in their shop for the purpose of ad- 
vertising their business, and the music emanating from this loud 


speaker, could be heard outside of the shop as well. The evidence 
showed that defendants broadcast the music substantially 
all day and on many occasions as late as 10:00 or 11:00 


o'clock at night: that the music was distinctly audible in the 
easterly part of the plaintiff's main building and in certain of 
its Annex structures, over and above the usual noises of the busi- 
ness district: that the sounds emanating from the defendants’ 
loud speaker were substantially different from the sounds and 
noises incident to the business district; that the music disturbed 


some but not all of the patients in the plaintiff's clinic and hospi- 
tal: that it injuriously affected some of the patients and retarded 
their recovery: that some patients left the hospital because they 
could not endure the music; that the broadcasting materially 
interfered with the conduct of the clinic and hospital and con- 
stituted a substantial invasion of plaintiff's right to the use and 
peaceful enjoyment of its property; that the defendants con- 
tinued the broadcasting after they were informed that their 


conduct was harmful to the patients; that the conditions com- 
plained of had existed for approximately two years and without 
any substantial change for the better. 

Generally speaking, said the court, a person has the right to 
the exclusive control of his property and the right to devote it 
to such uses as will best subserve his interests; but these rights 
are not absolute. There are certain uses to which property may 
be put because they so seriously interfere with the use and 
enjoyment by others of their property or with the rights of the 
public that they must be forbidden. Noise is not a nuisance per 
se, but it may be of such a character as to constitute a nuisance, 
even though it arises from the operation of a lawful business. A 
business which is lawful in itself may become a nuisance where 
it is not operated in a fair and reasonable way with regard to 
the rights of others in the use and enjoyment of their property. 
The courts have made it clear that in every case the question is 
one of reasonableness. What is a reasonable use of one’s property 
and whether a particular use is an unreasonable invasion of 
another's use and enjoyment of his property cannot be deter- 
mined by exact rules, but must necessarily depend upon the cir- 
cumstances of each case, such as locality and the character of 
the surroundings, the nature, utility and social value of the use, 
the extent and nature of the harm involved, the nature, utility 
and social value of the use or enjoyment invaded, and the like. 
The use of property for a particular purpose and in a particular 
Way In one locality may be reasonable and lawful, but such use 
may be unreasonable, unlawful and a nuisance in another lo- 
cality. While the weight of authority is that priority of occupa- 
tion is not a defense as to one maintaining a nuisance, some 
courts have expressed the view that it is a factor to be considered 
in determining the character of the locality. 

The evidence in this case show that the plaintiff's hospital 
was established about 22 years before the defendants opened 
their music shop. It is true that stores and shops were being 
rng in the area at the time the hospital was established, 
Pe sounds complained of are not inherent in the character 

at locality. There is nothing in the record to show that any 
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merchants in that vicinity, except the defendants herein, have 
ever broadcast music for any purpose. On the contrary, it ap- 
pears that the sounds broadcast by defendants are substantially 
different from all other sounds and noises incident to the usual 
activities in that district. The record does not show that the other 
noises are harmful to the patients or that they interfere with 
the clinic and hospital. Under these circumstances, it cannot be 
said that plaintiff's business is unsuited to the character of the 
locality. Furthermore, clinics and hospitals are essential to the 
functioning of society, and substantial interference with their 
operation under almost any circumstances is relatively serious. 
There can be no doubt that defendants have the right to operate 
their music shop in its present location so long as the business is 
conducted in a reasonable manner with regard to the rights of 
others. We think, however, that the broadcasting of the music 
in the manner described and with the results set forth in our 
findings is an unusual, unreasonable, and unlawful use of de- 
fendants’ property, in the particular location and under the con- 
ditions with which we are here confronted. The chancellor 
should have entered a judgment perpetually enjoining the de- 
fendants, and each of them, from operating any loud speaker or 
sound amplifier, or any record player or phonograph, or per- 
mitting the same to be operated in or about their place of busi- 
ness, in such manner as to cause the music or sounds produced 
by such device to be audible in any part of the plaintiff's clinic 
and hospital buildings devoted to the care and treatment of 
patients. 

Accordingly the judgment in favor of the defendant was re- 
versed and the cause remanded with directions to enter a judg- 
ment in favor of the clinic and hospital.—Clinic & Hospital, 
Inc. v. McConnell, 236 S.W. (2d) 384 (Missouri 1951). 


Hospitals: Liability for Negligence of Nurse.—This was an 
action to recover damages alleged to have been sustained as 
a result of burns inflicted upon the plaintiff while she was a 
patient in the defendant's hospital. From a judgment for the 
defendant, the plaintiff appealed to the Kansas City court of 
appeals, Missouri. 

After undergoing surgery in the defendant's hospital, the 
plaintiff was returned to her room and hot water bottles were 
applied to her feet by the nurse on duty. When she recovered 
consciousness some hours later, she complained of pain in her 
feet. The blankets and water bottles were removed and it was 
discovered that one foot was badly burned. The evidence clearly 
showed that the hot water bottles had been placed at the plain- 
tiff’s feet by the nurse on duty at the time, but the defendant con- 
tended that the nurse was a special one and that therefore the 
hospital was not liable for her negligent acts. 

Both the plaintiff and her husband testified that they did not 
employ a special nurse or any particular nurse to attend the 
plaintiff while she was in the hospital, and that they did not 
authorize anyone else to do so. The plaintiff's husband also 
testified that he paid the expenses incident to the hospitalization 
of his wife and that he paid the various nurses for their services 
by checks separate from those given to the hospital for the 
operation. 

There is no particular mode by which an agency may be 
established, said the court. It is immaterial what terms are used 
by the parties, or by what name the transaction is designated, 
if the facts, taken as a whole, fairly disclose that the one party 
is acting for or representing another by the latter's authority. 
The relationship of agency does not depend in every instance 
upon an express appointment and acceptance, but is often to be 
implied from the words and conduct of the parties to the transac- 
tion. Applying these general principles, the court concluded, we 
think it is but a natural and reasonable inference and conclusion 
that the nurse in question was called by the defendants to attend 
the plaintiff and that the hospital is liable for her negligence, if 
any. Dr. Laughlin, who, with other physicians, owns and oper- 
ates the hospital, testified that the hospital employed “somewhere 
around 50” nurses, that nurse Roe had worked at the hospital, 
and that no doubt she was called by one of the defendant's 
employees. He positively identified her as being the nurse on 
duty at the time plaintiff was burned, but he testified she was not 
employed by the hospital in this particular instance, “because 
we did not pay her.” The mere fact that plaintiff's husband paid 
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the nurses by checks separate from that given to pay for the 
operation would not, said the court, destroy the reasonable in- 
ference, when all the other facts are considered, that the nurse 
was procured by the hospital authorities and was acting for and 
on their behalf. The plaintiff and her husband testified that they 
did not employ her or authorize anyone else to do so. The de- 
fendants laid great stress on the fact that Mrs. Roe is referred 
to as a special nurse, and argue that this conclusively proves that 
she was employed by the plaintiff or her husband, or at their 
request, and that therefore she became their employee. Dr. 
Laughlin defined a special nurse as one who is “employed to give 
constant attention to a patient.” It does not follow as a matter 
of law, however, that the patient does the employing or is respon- 
sible for the acts of such employee. Under the facts in this case, 
it was the duty of the defendants to see that the plaintiff was 
given such attention as her condition reasonably demanded, 
which would include proper nursing. On the basis of the evi- 
dence, the court concluded that the nurse in question was not a 
special nurse and that the defendant was liable for her negligence. 

The judgment in favor of the defendant was therefore reversed. 
—Hawkins v. Laughlin et al., 236 S.W. (2d) 375 (Missouri 1951). 


MEDICAL MOTION PICTURES 


The Diagnosis of Poliomyelitis: 16 mm., black and white, sound, show- 
ing time 30 min. Prepared in 1951 by and procurable on loan from 
National Foundation for Infantile Paralysis, 120 Broadway, New York 5. 


This picture follows a doctor from the moment he is called 
in to treat a young boy with “grippe-like” symptoms to the time 
he arrives at his final diagnosis of poliomyelitis. The film begins 
with the initial visit to the boy’s home, taking the case history, 
and the physical examination. It reviews, by means of actual 
clinical examples, the outstanding symptoms of spinal and 
bulbar poliomyelitis that should be looked for during the physi- 
cal examination and presents examples of the conditions with 
which poliomyelitis is most frequently confused. In addition, the 
film gives graphic information on the pathology of poliomyelitis 
and on the significance of findings in the cerebrospinal fluid. 
The film ends with the transfer of the boy to the hospital, stress- 
ing the importance of keeping the patient's body in good aline- 
ment for prevention of deformities. 

The film is scientifically accurate and easily understandable 
by the group to whom it is directed. It is highly recommended 
for the general practitioner and for county medical society and 
hospital staff meetings. The photography and narration are 
well done. 


Angry Boy: Emotions of Everyday Living Series; 16 mm., black and 
white, sound, showing time 32 min. Produced in 1951 by Affiliated Film 
Producers, Inc., for the National Association for Mental Health, Inc., 
and the Michigan Dept. of Mental Health. Procurable on purchase ($105) 
from International Film Bureau, Inc., 6 North Michigan Ave., Chicago 
2, or on loan from state or local mental health authorities. 


This motion picture is a dramatization of the story of Tommy 
Randall, who, having been caught stealing in school, is sent to a 
child guidance clinic instead of being treated as a criminal for 
what his understanding teachers regard as an emotional problem. 
A thorough investigation by members of the psychiatric team at 
the clinic soon reveals that Tommy is suffering from an emo- 
tional disturbance which is traced, through a dramatic portrayal 
of his family life, to its basic causes. 

The manner in which his mother is helped to understand 
Tommy and how Tommy learns to accept and handle his feelings 
through the process of psychotherapy provide the main drama of 
the picture. At the end of the film, Tommy is on his way to 
recovery and the audience has been given some understanding 
of how unconscious motivation affects the behavior of both chil- 
dren and adults. In recognizable human terms, this film is a 
presentation of modern psychiatry in action. It is also a poignant 
story of a troubled child who is helped by the love, understand- 
ing, and respect that parents and teachers can provide in every- 
day situations. 


‘ 
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This, the second film in a series entitled “Emotions of Every. 
day Living,” is similar to the first, “Steps of Age,” in that jt 
requires the presence of a competent professional discussion 
leader when shown to lay audiences. Although the portrayal 
of the problem and method of treatment is exceptionally wel] 
done, the need for a discussant is even more necessary than for 
“Steps of Age.” The factors contributing to this problem are 
complex and not entirely obvious and are presented at very 
nearly professional level. The film is highly recommended for 
use in professional training in psychology and child develop. 
ment and, when used as recommended above, for parent-teacher 
and child guidance groups. The casting, direction, photography, 
and sound are excellent. 


Surgical Anatomy of the Femoral Triangle: 16 mm., color, silent, showing 
time 29 min. Prepared by Conrad J. Baumgartner, M.D. Produced in 1947 
by Department of Visual Education, College of Medical Evangelists, 32 
N. Boyle Ave., Los Angeles 33. Procurable on loan from Davis & Geck, 
Inc., 57 Willoughby St., Brooklyn 1. 


This film shows the surgical anatomy encountered in femoral 
hernia repair, saphenous vein ligation, femoral arteriotomy, and 
superficial femoral and vein ligation. The dissection is performed 
on a fresh cadaver. The superficial outline of the femoral canal 
is well shown by colored markings on the skin of the leg. During 
the course of the dissection, the saphenous vein and the femoral 
sheath and its compartments are excellently shown and cap- 
tioned. The site of a femoral hernia and the structures involved 
in a repair are clearly demonstrated. The branches of the femoral 
artery and the location of the lodging of the embolism are 
clearly pointed out. The site of ligation of the superficial femoral 
vein below the profunda for phlebothrombosis is also demon- 
strated. The relation of the femoral nerve to the artery as well 
as the muscles bounding the femoral triangle can be seen. The 
film is unusually well captioned, the anatomy is well demon- 
strated, and the photography is good. This is an excellent teach- 
ing film for first, second, or third year medical students. It is 
particularly good to demonstrate the practical application of 
anatomy to first year medical students and could also be used 
for review of anatomy to interns, residents, and surgeons. 


NEW FILM ADDED TO A. M. A. LIBRARY 


Labor and Childbirth: Education for Childbirth Series, 16 mm., black 
and white, sound, showing time 17 min. Prepared by Earle M. Marsh, 
M.D., and Donald M. Hatfield, Ph.D. Produced in 1950 by Photo and 
Sound Productions for Medical Films, Inc., 116 Natoma, San Francisco 5. 
Procurable on loan (service charge $3) from Committee on Medical 
Motion Pictures, American Medical Association, 535 North Dearborn St, 
Chicago 10. 

This motion picture tells the story of a young couple who are 
expecting their first child. It begins shortly before the onset of 
labor and follows through with preparations for the trip to the 
hospital, the call to the doctor, admission to the maternity ward, 
the routine preparation for the delivery of the baby, identifica- 
tion of the delivery room equipment, instructions on how 
react to uterine contractions during the stages of labor, the 
delivery of the baby, and the return to the room with baby and 
husband. Simplified diagrams explain the action of the uterine 
muscles and the movement of the baby through the birth canal. 
The presentation is predicated on the assumption that fear stems 
from lack of knowledge. 

Because of the possible occurrence of deviations from the 
normal, the user is advised to consider the author's postscript 
addressed to audiences; “The birth that you have seen is an aver 
age normal birth. There may be some slight variation from # 
so far as you are concerned.” The same consideration $ 
be given to the fact that the hospital procedures shown are those 
of one particular hospital, and again there may be variations. 
In keeping with the various types of groups for which showing 
of the picture is intended, the actual delivery is adv 
omitted. However, it is shown diagramatically. 

This film is recommended for showing to prospective parents 
and for use in marriage and family life classes and prem 
clinics. The photography and sound are well done. The narré 
tion is excellent. 
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MEDICAL LITERATURE ABSTRACTS 


AMERICAN 


A.M. A. Arch. Neurology and Psychiatry, Chicago 

65:545-658 (May) 1951 

Intellectual and Emotional Makeup of the Epileptic. F. T. Zimmerman, 
B. B. Burgemeister and T. J. Putnam.—p. 545. 

Psychological Effects of Chronic Barbiturate Intoxication. C. H. Kornet- 
sky.—p. 557 

Studies on Headache: Mechanism of Headache and Observations on 
Other Effects Induced by Distention of Bladder and Rectum in Sub- 
jects with Spinal Cord Injuries. G. A. Schumacher and T. C. Guthrie. 
—p. 568. 

miansaenie Physiological Studies with Lysergic Acid Diethylamide 
(LSD-25). G. R. Forrer and R. D. Goldner.—p. 581. 

Significance of Rise in Blood Sugar Level After Injection of Epinephrine 
in Mental Disease. M. D. Altschule, E. Siegel and F. Mora-Castaneda. 
—p. 589. 

ones Neurosis, Compensation Neurosis or Attitudinal Pathosis? 
G. R. Kamman.—p. 593. 

*Dynamic Factor Correlated with Prognosis in Paranoid Schizophrenia. 
P. F. D. Seitz.—p. 604, 

Phenomenon of Sensory Displacement. M. B. Bender.—p. 607. 

Reflexes Evoked by Cold Stimuli in Injuries in Spinal Cord. L. J. 
Pollock, B. Boshes, H. Chor and others.—p. 622. 

Subarachnoid Hemorrhage in Melanoma of Brain. M. J. Madonick and 
N. Savitsky.—p. 628. 


Prognosis in Paranoid Schizophrenia.—Seitz says that in the diag- 
nostic category of paranoid schizophrenia, one may distinguish 
two varieties of reaction to projected judgments of guilt. Mol- 
holm suggested that these two types can be described as the 
passive, compliant type and the active, defiant type. This report 
presents the results of an investigation in which the prognosis for 
the two types was studied. Of the 69 patients with a diagnosis of 
paranoid schizophrenia, 50 were classified as defiant and 19 as 
compliant. Fifty-eight per cent of the compliant and 16% of the 
defiant patients were discharged after treatment. This difference 
is statistically significant and indicates that the prognosis for the 
compliant type of paranoid schizophrenia is better than that for 
the defiant type. 


A.M.A. Arch. Otolaryngology, Chicago 
$3:353-482 (April) 1951 


Mouth of Eustachian Tube: Action During Swallowing and Phonation. 
H. B. Perlman.—p. 353. 

Observations on Eustachian Tube. H. B. Perlman.—p. 370. 

Treatment of Pulmonary Complications in Neurosurgical Patients by 
Tracheotomy. G. W. Taylor and G. M. Austin.—p. 386. 

Bronchoscopy in Newborn: Otolaryngologist’s Contribution to Obstetrics. 
R. S. Rosedale. —p. 393. 

Juvenile Nasopharyngeal Angiofibroma. R. W. Kerwin.—p. 397. 

Nonchromaffin Paraganglion of Middle Ear (Glomus Jugulare Tumor). 
J. S. Lewis and R. N. Grant.—p. 406. 

Toxicity of Certain Topical Anesthetics Used in Otolaryngology: Experi- 
_ mental Study. H. J. Rubin.—p. 411. 

Streptomycin in Otolaryngeal Tuberculosis. A. J. Vadala—p. 421. 

Observations About Presumed Action of Sodium Bicarbonate on Otolithic 
Crystals. F. Giaccai and A. Carle.—p. 434. 

malin and Control of Trauma Accompanying Endotracheal Anes- 
— Survey Based on Response of 150 Leading Laryngologists and 

My Experience of 25 Years in Use of Method. P. J. Flagg.—p. 439. 

Otitis Media and Complications. B. R. Dysart.—p. 468. 


Je oe library lends periodicals to members of the Association 
reo pee subscribers in Continental United States and Canada 
Periodicals of five days. Three journals may be borrowed at a time. 
castlor he are available from 1940 to date. Requests for issues of 
cue os cannot be filled. Requests should be accompanied with 
are te cover postage (6 cents if one and 18 cents if three periodicals 
pot quested). Periodicals published by the American Medical Associ- 
hte not available for lending but can be supplied on purchase order. 
cain a Tule are the property of authors and can be obtained for 
Possession only from them. 


Titles marked with an asterisk (*) are abstracted. 


Alabama State Medical Assn. Journal, Montgomery 


20:345-388 (April) 1951 


Cancer of Rectum. H. Linder.—p. 345. 

Rational Approach to Cancer of Stomach. J. G. Donald and J. W. 
Donald.—p. 348. 

Carcinoma of Colon. C. Lyons and F. W. Smith.—p. 353. 

Surgical Treatment of Intra-Oral Cancer. H. S. J. Walker Jr.—p. 357. 

Cancer of Lip. S. E. Upchurch and F. A. Marzoni.—p. 366. 

Carcinoma of Vulva. O. M. Otts Jr.—p. 371. 

20:389-456 (May) 1951 

Abnormal Uterine Bleeding. H. H. Thomas, W. N. Jones and E. Wal- 
drop.—p. 389. 

Resuscitation of Newborn Infant. R. O. Harris.—p. 393. 

Lung Abscess. C. R. Kessler.—p. 399. 

Abdominal Actinomycosis with Pulmonary Involvement: Report of Case. 
D. C. Donald and E. W. Branyon.—p. 404. 


American Heart Journal, St. Louis 
41:483-642 (April) 1951 


Spatial Vectorcardiography: Technique for Simultaneous Recording of 
Frontal, Sagittal, and Horizontal Projections. I. A. Grishman, E. R. 
Borun and H. L. Jaffe.—p. 483. 

Spatial Vectorcardiography: Left Bundle Branch Block and Left Ven- 
tricular Hypertrophy. II. L. Scherlis and A. Grishman.—p. 494. 

Innervation of Dog’s Heart. K. T. Tcheng.—p. 512. 

Heart in Dystrophia Myotonica. C. Fisch.—p. 525. 

Intensity of First Heart Sound in Auricular Fibrillation with Mitral 
Stenosis. A. Ravin and E. Bershof.—p. 539. 

Congenital Tricuspid Atresia. I. G. Kroop.—p. 549. 

Anomalous Pulmonary Veins. J. C. Smith.—p. 561. 

Activation of Interventricular Septum. D. Sodi-Pallares, M. I. Rodriguez, 
L. O. Chait and R. Zuckermann.—p. 569. 

Question of Extrinsic Interference in Direct Leads. B. Kisch.—p. 609. 


41:643-802 (May) 1951 

*Heart Puncture in Man for Diodrast Visualization of Ventricular 
Chambers and Great Arteries: I. Its Experimental and Anatomo- 
physiological Bases and Technique. E. R. Ponsdomenech and V. Beato 
Nunez.—p. 643. 

Electrocardiographic Changes During Angiocardiography. E. L. Horger, 
C. T. Dotter and I. Steinberg.—p. 651. 

Bundle Branch Block Without Significant Heart Disease. J. Wolfram. 
—p. 656. 

Vectorcardiographic Analysis of RSR? Complex of Unipolar Chest Lead 
Electrocardiogram: III. R. P. Lasser, E. R. Borun and A. Grishman. 
—p. 667. 

Unipolar Chest and Extremity Lead Electrocardiogram in Children 
(Newborn to 10 Years Old.) B. Richman and A. M. Master.—p. 687. 

Aberrant Ventricular Conduction. R. Langendorf.—p. 700. 

Rheumatic Heart Disease with Normal Rhythm and Very Large “a” 
Waves in Jugular Pulse. V. Puddu.—p. 708. 

Occurrence of Peripheral Deposits of Lipid in Atheromatous Plaques of 
Arteries. S. L. Wilens.—p. 718. 

*Subacute Bacterial Endocarditis: Report of Case with Recovery from 
Reinfection After 32 Months. R. W. Reynolds, M. W. Lev and M. 
Weinshel.—p. 727. 

*Utility and Limitation of Intravenous Quinidine in Arrhythmias. L. J. 
Acierno and R. Gubner.—p. 733. 

Use of Purified Veratrum Viride Alkaloids in Treatment of Essential 
Hypertension. J. G. Barrow and C. R. Sikes.—p. 742. 

Evaluation of Methods of Dicumarol Administration. S. Shapiro and 
M. Weiner.—p. 749. 


Heart Puncture in Man.—Preliminary experiments on dogs re- 
vealed that the heart could be safely punctured with a trocar 
by a subxiphoid approach. While the trocar was present in the 
heart wall, it produced extrasystoles, and when it was left to 
follow the movements of the heart, alterations of the rhythm 
could be observed, but these disappeared when the trocar was 
put under control. The injection of 20 cc. of 0.75% of sodium 
chloride solution under 20 Ib. of pressure into either the right 
or the left ventricle of an animal weighing 42 Ib. (19.1 kg.) pro- 
duced no objective alteration in the size of these cavities. When 
the trocar was withdrawn, only a drop of blood came out at the 
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point where the puncture had been made. Autopsy showed no 
alterations of the heart. Cardiac puncture was then done sys- 
tematically in 45 human patients. The trocar was inserted 
through the space between the xiphoid process and the left sev- 
enth costal cartilage in the anesthetized patient. Two sensations 
were felt by the physician during the introduction of a trocar 
$2 in. (139.7 mm.) long, with an exterior diameter of 1.7 mm. 
and a lumen of 1.2 mm. One was the resistance of the peri- 
cardium to the trocar; the other was the impulse of the con- 
tracting myocardium reflected at the point of the trocar. Once 
the trocar has been introduced into the cavities it is possible 
to register the intraventricular pressure. A roentgenogram of the 
ventricular cavities, of the aorta, and of the pulmonary artery 
can be obtained by injection of 50 to 80 cc. of iodopyracet 
injection (diodrast®) under 25 Ib. of pressure into the right 
ventricle and under 35 Ib. into the left one. This method is called 
cardioangiography, since the opaque medium is moving from 
the heart toward the vessels. The technique was used without 
mortality or untoward results. Once the puncture was made, the 
trocar was withdrawn wihout bleeding. The patients were 
checked roentgenologically and electrocardiographically up to 10 
days after the puncture. 


Subacute Bacterial Endocarditis.—This is a report of a woman, 
66, with subacute bacterial endocarditis of one month's duration 
who was treated with penicillin, was apparently cured for 32 mo., 
relapsed or was infected, and was cured again by a second course 
of penicillin. Blood cultures before each course of treatment 
yielded Streptococcus viridans that was originally sensitive to 
0.156 units of penicillin per cubic centimeter. Cultures after 
each course were repeatedly negative. The patient received a total 
of 26,375,000 units of penicillin in 72 days during the first course 
ind 34,500,000 units in 5S days during the second course. In the 
first episode therapy was stopped too soon and had to be reinsti- 
tuted six days later, when blood cultures again became positive. 
In both episodes it was necessary to increase the dosage by 
one-third because of inadequate blood levels. The total dosage 
and duration of treatment are prime factors in effecting a cure 
and repeated studies of penicillin sensitivity and blood levels 
are essential for control of the infection. Therapy should be 
started early, so that progressive deformity of the endocardium 
and valves will be prevented. Four weeks after her second dis- 
charge from the hospital this patient died from multiple and 
massive intracerebral hemorrhages, probably based on arterio- 
sclerotic vascular disease. Microscopic examination of the mitral 
valve revealed healed endocarditis of rheumatic type with evi- 
dence of superimposed healed ulcerative endocarditis. The myo- 
cardium showed perivascular fibrosis and calcific emboli, two 
lesions frequently associated with healed subacute bacterial 
endocarditis. As the time of survival of these patients is length- 
ened and they reach the older age groups it will become increas- 
ingly important to watch for superimposed degenerative disease 
such as occurred in this patient. 


Intravenous Quinidine in Arrhythmias.—Quinidine lactate was 
administered intravenously to 32 consecutive unselected patients 
with various types of acute paroxysmal arrhythmias and 12 
selected patients with chronic auricular flutter, fibrillation, or 
extrasystoles. Initially the drug was given in fractionated doses 
of 0.06 gm. every three minutes, but later the majority of the 
patients received 0.13 gm. every five minutes. If the arrythmia 
was not controlled after a total of 0.65 gm. was given in this 
manner, the drug was discontinued. In a few patients in the 
absence of contraindications, further 0.3 gm. doses were given 
if necessary at one-half to one hour intervals. Electrocardio- 
graphic observations were made throughout the entire trial 
period. In half the 44 patients treated, the arrhythmia was suc- 
cessfully terminated; in the others quinidine was ineffective. The 
most significant factors determining the success of treatment 
were the acuteness of the arrhythmia and the absence of advanced 
organic heart disease. Normal rhythm returned in 22 of 28 
patients in whom the arrhythmia was of brief duration and in 
none of the 16 patients with chronic arrhythmia. Therapeutic 
success did not appear to bear any clear-cut relationship to the 
type of arrhythmia, nor was there evidence that previous digitali- 
zation enhanced the therapeutic effect of quinidine. Serious 
arrhythmias resulting from quinidine administration occurred in 
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five patients. leading to death in four. Complete heart block ang 
cardiac standstill developed in three of these patients, Ventricular 
fibrillation and ventricular tachycardia in the other two. All these 
persons had advanced heart disease, and in two of them the 
arrhythmia for which quinidine was given was Presumably dye 
to digitalis intoxication. Quinidine is totally ineffective in Persons 
with congestive heart failure and is hazardous in this STOUP OWing 
to the propensity to develop serious toxic arrhythmias. The drug 
is also dangerous in arrhythmias due to digitalis toxicity and jg 
patients with disorders of conduction, i. e., bundle branch block 
and heart block. The pharmacological actions of intravenously 
administered quinidine are identical with those of oral quinidine. 
It is to be emphasized that toxicity may occur equally with oral 
administration. 


American Journal of Clinical Pathology, Baltimore 
21:301-398 (April) 1951 


Antiglobulin Test: Technic and Practical Applications. R. E. Rosenfield, 
P. Vogel and N. Rosenthal.—p. 301. 

Studies in Serum Electrolytes: XVII. Some Clinical Aspects. F, W. 
Sunderman.—p. 319. 

Detection of Lymph Node Involvement in Cancer. R. B. Berlin and0. A, 
Brines.—p. 332. 

Biopsy of Needle-Specimens of Liver Tissue: VI. Comparison of Findings 
on Biopsy and at Autopsy. G. Wagoner, H. Ulevitch, E. A. Gail 
and L. Schiff.—p. 338. 

Carcinogenic and Toxic Effects of Urethane in Animals. F. K. Mostof 
and C. D. Larsen.—p. 342. 

Metabolism of Iron in Hemochromatosis. M. R. Beyers and S. E. Gitlow. 
—p 349 

Sponge Technic for Biopsy in Detecting Cervical Squamous Cell Car. 
cinoma. J. W. Reagan.—p. 357. 


American Journal of Medicine, New York 
10:531-670 (May) 1951 
SYMPOSIUM ON THE ADRENAL GLANDS 


Chemistry of Adrenal Steroids. R. P. Jacobsen and G. Pincus.—p. 531. 
Regulation of Secretory Activity of Adrenal Cortex. G. Sayers.—p. 539 
General Adaptation Syndrome and Diseases of Adaptation. H. Selye. 
—p. 549 
Role of Adrenal Cortex in Intermediary Metabolism. F. L. Engel. 
—p. 556 
Cortisone and ACTH: Review of Certain Physiologic Effects and Their 
Clinical Implications. R. G. Sprague.—p. 567. 
Advances in Diagnosis and Treatment of Adrenal Insufficiency. G. W. 
Thorn, P. H. Forsham, T. F. Frawley and others.—p. 595. 
Hyperadrenocorticism. R. H. Williams.—p. 612. 
Adrenal Medullary Function. M. Goldenberg.—p. 627. 


American J. Obstetrics and Gynecology, St. Louis 
61:713-952 (April) 1951 


The Dangerous Placenta. J. Stallworthy.—p. 720. 

Resection of Superior Hypogastric Plexus: Modification of Technique 
Prevent Regeneration. F. S. Wetherell.—p. 738. 

*Sarcoma of Endometrium. J. A. Corscaden.—p. 743. 

Behavior of Pseudomucinous Cystadenoma. C. T. Beecham.—p. 755. 

Injection Study of Blood Vessels of Bleeding Uterus. R. L. Faulkner. 
—p. 766. 
Endometrial Carcinoma Associated with Feminizing Ovarian Tumors. 
J. M. Ingram Jr. and E. Novak.—p. 774. : 
Clinical Study of Granuloma Inguinale with Routine for Diagnosis of 
Lesions of Vulva. W. L. Thomas.—p. 790. 

Induction of Labor. J. L. Reycraft.—p. 801. 

Clinical and Roentgen Pelvimetry: Correlation. J. E. Savage.—?. 809. 

Rupture of Uterus. W. D. Beacham and D. W. Beacham.—p. 824. 

Oxygen Saturation of Blood of the Newborn, as Affected by Maternal 
Anesthetic Agents. E. S. Taylor, C. D. Govan and W. C. Scott.—p. 

Etiology of Hemorrhage in Placenta Previa. D. Findley.—p. 855. 

Carcinoma of Cervix Uteri During Pregnancy, with Special Reference © 
Comparison of Sponge Biopsies with Diagnostic Papanicolaou Smears. 
J. C. Hirst.—p. 860. ; 

Modification of Scanzoni Rotation in Management of Persistent Occipite 
posterior Positions. E. L. King, J. S. Herring, I. Dyer and J. A. King 
—p. 872. 

Pregnancy Following Nephrectomy. A. L. Dippel.—p. 881. 

Evaluation of Cesarean Section in Infant Mortality. C. P. Huber.—?- 

Benign Diffuse Enlargement of Uterus. O. H. Schwarz.—p. 902. 

Gross Abnormalities of Placenta Associated with Bleeding in Pregnancy. 
G. C. Donnelly.—p. 910. 

Veratrum Viride in Treatment of Eclampsia. E. E. Rhoads atid R. T. F. 
Schmidt.—p. 914, 


Sarcoma of Endometrium.—Corscaden presents three new cases 
of an invasive growth arising in the endometrial stroma and 
follow-up report on a case reported in 1942 by Brown. Two 

the three new cases had massive recurrence after operation, + 
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one metastasized. They should be called sarcoma rather than 
endometriosis. They were peculiarly sensitive to radiation. One 
case of sarcoma of the endometrium is reported in which the 
histologic picture was unlike that of the two previous cases and 
contained cartilage. This should probably be called a teratoma, 
or mixed-cell type of tumor. One case of so-called carcino- 
sarcoma of the endometrium is reported. This tumor metastasized 
to the vagina as a true adenocarcinoma, suggesting that the 


sarcomalike tissue of the stroma was not malignant. 


American Journal of Ophthalmology, Chicago 
34:509-676 (April) 1951 


Optic Nerve Sheath Hemorrhage. F. B. Walsh and T. R. Hedges Jr. 
—p S09 

Treatment of Glaucoma with Dibenamine, F. W. Newell, W. L. Ridg- 
way and R. W. Zeller.—p. $27. 

Use of Dibenamine in Treatment of Acute Congestive Glaucoma. W. B. 
Clark and J. W. Duggan.—p. 535. 

Ophthalmic Studies of Curare and Curarelike Drugs in Man. A. P. 
Drucker, M. S. Sadove and K. R. Unna.—p. $43. 

Curare with Local Anesthesia in Cataract Surgery. H. Farquharson. 


—p. 884 
Use ‘al Curare in Cataract Surgery. F. C. Cordes and R. S. Mullen. 
-p 
Ocular Manit tion of Histoplasmosis. A. C. Krause and W. G. Hop- 
kins—p. 564 
Glaucoma Induced by Air Blockade: Clinical Observation and Experi- 
mental St ©. Barkan.—p. 567. 
New Mydriat nd Cycloplegic Drug: Compound 75 G. T. B. S. Priestley 
and M. M. Medine p. 572. 
Operation for Correction of Everted Lacrimal Puncta O. S. Lee.—p. 575. 
Effects of Intravenous Tolserol on Normal and Abnormal Ocular Move- 
ments (N mus). M. B. Bender, M. Nathanson and M. Green. 
p. $79 
*Effect of G Powders on Eye. F. E. Schwartz and J. G. Linn Jr. 
—p 
Ocular Pat in Chiasmal Syndrome. S. Gartner.—p. 593. 
Innervatic Factors Concerning Vertically Acting Extraocular Muscles. 
p. 597 
Ocular Manifestations of Typhus Fever: Review of Literature from 1867 
to 1943. F. Brooks and R. Fineberg.—p. 605. 
Effect of S Avents on Regeneration of Corneal Epithelium. W. G. 
Marr, R. W d and M Storck.—p. 609. 
Diabetic R pathy: New Approach to Therapy with Steroid Hormone 
Testosts ¢ Propionate. E. Saskin, S. Waldman and L. Pelner. 
on p 613 


Effects of Glove Powders on the Eye.—In view of the trend 
toward routine use of gloves in ophthalmic surgery, the acciden- 
tal instillat of glove powder into the eye or surrounding 
tissues must be considered. This study concerns the relative 
danger to the eye of the various glove powders in common use 
today. Various concentrations of tale, a new modified starch 
powder, and potassium bitartrate were instilled into the anterior 
chambers of rabbit eyes and under the superior rectus muscle. 
Tale caused destructive granulomas in all cases; starch powder 
produced a granulomatous reaction of a less severe nature, and 
there was no reaction to potassium bitartrate in any concentra- 
tion. Potassium bitartrate is the safest dusting powder for gloves, 
but is not ideal because of its physical qualities. Further search 
is necessary to find the perfect glove powder for the ophthalmic 
surgeon. 


34:677-810 (May) (Part 1) 1951 


Retinal Vein Occlusion: Clinical and Experimental Observations. B. 
Becker and L. T. Post Jr.—p. 677. 

*Ocular Manifestations of 100 Consecutive Cases of Multiple Sclerosis. 
J. C. Yaskin, E. B. Spaeth and R. J. Vernlund.—p. 687. 

lontophoresis in Ophthalmology. V. L. Smith.—p. 698. 

Chronic Glaucomas: Survey. J. P. F. Lloyd.—p. 705. 

Furmethide lodide in Production of Dacryostenosis. R. N. Shaffer and 
WoL. Ridgway.—p. 718. 

Problem of Tortuositas Vasorum Retinae. P. Weinstein.—p. 721. 

Ophthalmic Use of Terramycin. A. E. Town.—p. 723. 

Unilateral Thyrotropic Exophthalmos. E. H. Bedrossian.—p. 727. 

Heterotransplantation of Tumors into Various Regions of Guinea-Pig 
Eye. A. C. Snell Jr.—p. 733. 

—— Detachment: With Special Reference to Preoperative Subretinai 

Pot J. M. Wilson, T. P. McKee and E. M. Campbell.—p. 739. 
“Aromatopsia: Report of Two Cases. R. L. Alexander.—p. 743. 


Ocular Manifestations of Multiple Sclerosis—The ocular mani- 
festations of 100 consecutive cases of multiple sclerosis were 
vestigated. It was found that 73 had as their earliest manifesta- 
tions predominantly general neurological symptoms and that 27 
had Only ocular symptoms, which included blurred, double, or 


Jumpy vision, difficulty in focusing, and sudden or gradual loss 
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of vision. The time interval between the initial ocular symptoms 
and other evidences of multiple sclerosis was known in 20 of 
the 27 patients in whom the eye symptoms were the first mani- 
festation. In 11 the interval was a year or less, in five about 
two years, and in four from 10 to 14 years. Hospital studies on the 
100 patients with multiple sclerosis revealed that 56 had ocular 
manifestations. Fifty-one had changes in the optic nerve disks; 
retrobulbar neuritis was present in 31, and in 14 of these it was 
the initial sign of the disease. The ocular manifestations of 
multiple sclerosis should be carefully evaluated for the purposes 
of an early diagnosis, but these should not be too strongly relied 
on as pathognomonic of multiple sclerosis. It is particularly 
desirable that conditions stimulating multiple sclerosis be diag- 
nosed early; brain tumors, vascular disturbances, arachnoiditis, 
and other inflammatory and degenerative diseases may begin 
with ocular symptoms, and, since these are more or less amen- 
able to treatment, they should be recognized before the patient 
becomes hopelessly blind or otherwise disabled. 


American Journal of Public Health, New York 
41:497-634 (May) (Part 1) 1951. Partial Index 


Hygiene of Housing: Responsibilities of Public Health in Housing. 
E. R. Krumbiegel.—p. 497. 

Changing Patterns of State Health Services. J. W. Mountin.—p. 516. 

Outbreak of Diphtheria in Medford, Ore., 1949. A. E. Merkel.—p. §22. 

Ethnic Reservoir of Tuberculosis. H. DeLien and A. W. Dahlstrom. 
—p. $28. 

Epilepsy—Problem in Public Health. W. G. Lennox.—p. 533. 

Cessation of Bacterial Motility as Rapid Test for Germicidal Action. 
L. Buchbinder and P. Zaretsky.—p. 537 

Meteorology and Industrial Hygiene. W. M. Brooks.—p. 548. 

Medical Care Insurance: Lessons from Voluntary and Compulsory 
Plans; Adequacy of Financing. I. S. Falk.—p. $53. 

Id.: Methods and Rates of Payment. F. G. Dickinson.—p. 560. 

Achievement Tests in Personnel Selection. P. H. DuBois.—p. 567. 


Am. J. Roentgenol. & Rad. Therapy, Springfield, Ill. 
65:515-684 (April) 1951 


Evolution of Radiologic Physics as Applied to Isotopes: Janeway Lec- 
ture, 1950. O. Glasser.—p. 515. 

Traumatic Chylothorax: Roentgen Aspects of This Problem. R. M. 
Lowman, J. Hoogerhyde, L. L. Waters and C. Grant.—p. 529. 

Cooley's Erythroblastic Anemia: Some Skeletal Findings in Adolescents 
and Young Adults. J. Caffey.—p. 547. 

Gastrointestinal Roentgenographic Observations in Peptic Ulcer Patients 
Treated by Vagotomy. C. A. Priviteri.—p. 561. 

Significance of Opaque Medications in Gastrointestinal Tract, with Spe- 
cial Reference to Enteric Coated Pills. C. L. Hinkel.—p. 575. 

Anterior Tubercle of First Cervical Vertebra and Hyoid Bone: Their 
Occurrence in Newborn Infants. A. C. Tompsett Jr. and S. W. Donald- 
son.—p. 582. 

Multiple Myeloma Complicating Paget's Disease. R. J. Gross and G. 
Yelin.—p. 585. 

Craniolacunia Diagnosed Prenatally: Review of Literature with Case 
Report. G. D’Aversa and D. H. Lonngren.—p. 590. 

Estimation of Weight of Hyperplastic Prostate from Cystourethrogram. 
R. C. Thumann Jr.—p. 593. 

Androgen Therapy in Control of Pulmonary Metastasis from Adenocarci- 
noma of Corpus Uteri: Report of Case Benefited by Androgen Therapy. 
J. H. Freed, E. P. Pendergrass and J. W. Carnwath.—p. 596. 

International Recommendations on Radiological Protection. Revised by 
the International Commission on Radiological Protection at the Sixth 
International Congress of Radiology (London, July, 1950).—p. 603. 

Supplement «n Maximum Permissible Amounts of Radioactive Isotopes. 
International Commission on Radiological Protection (July, 1950). 
—p. 610. 


Am. Practitiower & Digest of Treatment, Philadelphia 
2:393-480 (May) 1951 


Anticoagulant Therapy in Treatment of Acute Coronary Occlusion with 
Myocardial Infarction. C. D. Marple.—p. 393. 

Acute Psychosis Developing During Therapy with ACTH. J. A. Frank. 
—p. 400. 

Infections in Cardiovascular Disease. J. T. King.—p. 403. 

New Form of Penicillin, with Anti-Allergic Properties. E. R. Kadison, 
S. J. Ishihara and T. Waters.—p. 411. 

Clinical Observations on Use of Radioactive lodine in Diseases of 
Thyroid Gland. M. T. Friedell, F. Schafiner and I. F. Hummon. 
—p. 415. 

Problems and Their Management in Central Nervous System and Cardio- 
vascular Syphilis. H. Packer.—p. 422. 

“Positive Sputum” Without Pulmonary Tuberculosis: Pitfalls of Positive 
Sputum Interpretation, with Eight Clinico-Roentgen Observations. 
L. Schneider and D. Widelock.—p. 428. 

Pheochromocytoma: Diagnosis and Treatment. J. A. Yarborough 
—p. 434. 
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Annals Otol., Rhin. and Laryngology, St. Louis 
60:1-266 (March) 1951. Partial Index 


Management of Cardiac Standstill During Otolaryngologic Surgery. 
J. R. Anderson and F. L. Faust.—p. §. 

Lye Burns of Esophagus. R. W. Hanckel.—p. 22. 

Internal Laryngocele. W. F. Keim and R. G. Livingstone.—p. 39 

*Curare as Adjunct to Relaxation in Esophagoscopy: Report of 55 
Endoscopies in 53 Patients. J. W. McLaurin.—p. $1. 

Sclerosis of Antrum. S. L. Fox and E. A. Newell.—p. 61. 

Discussion on Common Types of Chronic Rhinitis. D. G. Voorhees. 
—p 9? 

Artificial Ear Drum. M. E. Pohiman.—p. 117. 

Concept of Allergy as Autonomic Dysfunction Suggested as Improved 
Working Hypothesis. H. L. Williams.—p. 122. 

Nose and Throat Treatment in Prevention of Colds. M. C. Cheney. 
—p. 152 

Diagnosis and Prognosis of Malignancy of Nasopharynx, J. G. School- 
man.—p. 163 

Intravenous Procaine Following Tonsillectomy. K. Somers.—p. 175. 

Nystagmus Related to Lesions of Central Vestibular Apparatus and 
Cerebellum. R. Cranmer.—p. 186 

Extradural Hemorrhage as Complication of Otological and Rhinological 
Infections. R. C. Schneider and W. M. Hegarty.—p. 197. 

Use of Antibiotics in Otolaryngology. F. W. Davison.—p. 207. 


Curare in Esophagoscopy.—McLaurin found that something 
more than “the sermon on relaxation” is frequently required for 
esophagoscopy. In overly nervous and apprehensive patients he 
has used curare for the last three years in all cases in which he 
believed topical analgesia would not be sufficient. After tne 
throat and larynx are anesthetized locally, the anesthetist intro- 
duces curare into the cubital vein. For an adult weighing 150 Ib. 
(68 kg.) an injection of | cc. (20 units) is given over a period of 
30 seconds. After two minutes, the patient is asked to raise his 
head; if he can, an additional injection of | cc. of curare is given. 
This dosage is exceeded only if the increase is justified by the 
patient's size, and in no case is more than 3 cc. given. The anes- 
thetist is in the operating room during the entire procedure, 
since he must be ready to give oxygen if it should prove neces- 
sary. Sensitization to curare is possible, and, therefore, if the 
drug is given a second time, the patient should first receive a 
skin test. The author used curare in 55 esophagoscopies on 53 
patients. Relaxation was excellent in every case, and in only one 
of these operations was there an untoward reaction. Curare 
should not be used to extend the indications for esophagoscopy. 
In patients with aneurysms impinging on the esophagus, and in 
patients who are dyspneic and hypertensive or whose vital capac- 
ity is reduced, esophagoscopy should be used with caution or 
not at all. 


Archives of Physical Medicine, Chicago 
32:315-360 (May) 1951 


Economic Factors Involved in Occupational Therapy Program of 
General Hospital. W. B. Snow and H. M. White.—p. 315. 

Electromyography: 1. Portable Electromyograph for Clinical and Re- 
search Purposes. A. J. Arieff, L. B. Newman and J. A. Fizzell.—p. 320 

*Measurement of Physical Fitness as Problem in Physical Medicine 
F. T. Jung.—p. 327 

Strength Frequency Curves in Poliomyelitis and in Peripheral Nerve 
Injuries: Preliminary Report. A. A. Rodriquez, H. W. Kendell and 
A. C. Ivy.—p. 334. 

Resistive Exercises in Treatment of Functional Disorders of Feet. O. F. 
von Werssowetz.—p. 343 

Neck Traction in Horizontal Position. W. H. Robinson.—p. 346. 

Dynamometer and Exerciser. J. L. Rudd.—p. 347 


Measurement of Physical Fitness.—This report summarizes a 
series of experiments made during the last war, in which the 
effect of an accelerated program of study on the health of medi- 
cal students was studied. Physical fitness was considered in regard 
to body weight, the Flack test, lymphocytes in the differential 
blood cell count, the sedimentation rate, the hematocrit reading, 
the basal metabolic rate, and the blood cholesterol. The use of 
these tests revealed the many possibilities of error and the need 
of studying these tests critically by the test-retest correlation 
method. They were also compared with respect to time required, 
expense, and convenience and with respect to the amount of 
preparation needed to standardize conditions. It was concluded 
that the development of accurate diagnostic tests for over-all 
fitness is essential to the progress of physical medicine and that 
existing tests need further development. Such tests may yield 
better evidence than is now available for the subtle benefits of 
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many forms of physical medicine, such as massage and sunlight: 
however, before new diagnostic procedures and apparatus are 
introduced, they should be checked by sound mathematical 
analysis. 


Arkansas Medical Society Journal, Fort Smith 
47:203-222 (April) 1951 


Cardiac Function and Emotional States. L. F. Bishop Jr.—p. 203. 
Low Spinal Nupercaine Anesthesia in Obstetrics. H. E. Schmitz and J, B. 
Flanagan.—p. 209. 


Blood, New York 
6:389-486 (May) 1951 


Inheritance of Sickling Phenomenon, with Particular Reference to Sickle 
Cell Disease. J. V. Neel.—p. 389. 

Studies on Abnormal Hemoglobins: I. Their Demonstration in Sickle 
Cell Anemia and Other Hematologic Disorders by Means of Alkali 
Denaturation. K. Singer, A. I. Chernoff and L. Singer.—p. 413, 

Id.: Il. Their Identification by Means of Method of Fractional De. 
naturation. K. Singer, A. I. Chernoff and L. Singer.—p. 429. 

Bone Marrow in Hyperthyroidism and Hypothyroidism. A. R. Axelrod 
and L. Berman.—p. 436. 

Observations on Phosphatase Content of Blood and Bone Marrow Cells 
in Normal and Pathologic Hemopoiesis. W. Kerppola.—p. 454. 

Demonstration of “L. E.”" Cell Without Use of Anticoagulants. W. Eppes 
and E. Ludovic.—p. 466. 

Simple Office Procedure for Demonstrating Lupus Erythematosus Cells 
in Peripheral Blood. H. B. Mathis.—p. 470. 


Bulletin New York Academy of Medicine, New York 
27:261-336 (May) 1951 


Primary Cancer of Lung with Special Consideration of Its Etiology. 
E. A. Graham.—p. 261. 

Newer Methods in Diagnosis of Congenital Cardiac Anomalies. A. Cour- 
nand.—p. 277. 

Appraisal of Psychoanalysis for the Practitioner. P. Greenacre.—p. 298. 

Uses and Abuses of Antihistamine Drugs. W. B. Sherman.—p. 309. 


Connecticut State Medical Journal, Hartford 


15:365-464 (May) 1951 

Where Do Doctors Come From? C. Barker, W. L. Johnson and R. Straus. 
—p. 367 

Phreniclasis and Pneumoperitoneum in Treatment of Tuberculosis of 
Lungs. M. A. Ferrara.—p. 371. 

Apparent Cardiac Effects from Recent Infections: With Emphasis on 
ECG Pictures. L. M. Smith.—p. 374. 

Cardiac Enlargement and Failure, with Endocardial Fibrosis: Case 
Report. R. Gancher.—p. 379. 

Study on Effects of Priscoline on Patients with Psychosis Due to Cerebral 
Arteriosclerosis. M. N. Hall.—p. 385. 


Florida Medical Association Journal, Jacksonville 


37:681-750 (May) 1951 


Experiences with ACTH and Cortisone in Diseases of Eye. C. Berens 
and L. J. Girard.—p. 695. 

*Parathion Poisoning in Florida Citrus Spray Operations. J. W. Williams 
and J. T. Griffiths Jr.—p. 707. 

ACTH and Serum Sickness: Report of Case. J. G. Seltzer.—p. 709. 

Influence of Protective Urinary Colloids in Prevention of Renal 
Lithiasis: Preliminary Report. A. J. Butt.—p. 711. 


Parathion Poisoning in Citrus Spray Operations.—The use of 
parathion for spraying citrus trees presents a health hazard. In 
discussing the blood test used in the diagnosis of parathion pol 
soning, the authors state that originally it was considered that a 
drop in red blood cell cholinesterase to a point below 65% of 
normal control was evidence of parathion absorption, but it was 
supposed that actual symptoms of parathion poisoning would 
not be evident until blood cholinesterase levels dropped to about 
25% of normal control. Work by Grob, Garlick, and Harvey 
had indicated that when illness occurred, cholinesterase levels 
would be dangerously depressed, but data collected in Florida 
in 1950 indicate some discrepancies in these suppositions. Five 
cases of parathion poisoning are described. In four of these, 
symptoms of poisoning occurred when red blood cell cholines- 
terase was between 50 and 75% of normal control. This finding 
suggested that some persons will have warning symptoms before 
blood cholinesterase levels are seriously reduced. In two cases 
of this series, low hemoglobin was encountered; in one, there 
was a history of a liver disorder, and, in two cases, red b 
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cell cholinesterase recovery was slow. These discrepancies may 
be indicative of susceptibility to parathion. They suggest the 
value of preemployment examinations that would include blood 
protein tests for possible disease of the liver as well as the deter- 
mination of cholinesterase and hemoglobin, so that some persons 
who would readily become poisoned might avoid contact with 


parathion. 


Georgia Medical Association Journal, Atlanta 
40:201-238 (May) 1951 


Evolution of Specialty. C. Rosser.—p. 201. 
Heart in Hypothyroidism. B S. Lipman.—p. 207. 
Problem of Chronic Recurrent Urticaria and Angioedema. M. B. Wine. 
—p. 215. 
Bronchiogenic Carcinoma in a 12 Year Old Boy. W. G. Thwaite. 
—p. 216 

Ligation of Extern.' Carotid Artery as Expedient in Controlling Pro- 
jonged Nasal Blee. ing: Report of Two Cases. M. Equen, F. Buckner, 
G. Roach and R. Brown.—p. 219. 


Illinois Medical Journal, Chicago 
99:229-280 (May) 1951 

Obesity—Diagnosis and Treatment. J. H. Hutton.—p. 237. 

Clinical Correlation of Electrocardiogram. G. A. Hellmuth and A. H. 
Weiss.—p. 243. 

Birth Marks. H. M. Hedge.—p. 257. 

Polyps of Large Bowel and Their Management. R. W. McNealy and 
F. D. Wolfe.—p. 260 

ACTH and Kidney. E. B. Farnsworth.—p. 263. 

Pernicious Anemia Associated with Lymphosarcoma. S. O. Schwartz and 


F. L. Stevenson.—p. 265. 
Torsion of Gall Bladder. W. J. Vynalek and F. P. Paloucek.—p. 268. 


Industrial Medicine and Surgery, Chicago 
20:205-252 (May) 1951 

Geriatrics: Problems with the Aged in Industry. C. T. Olson.—p. 205. 

*Two New Clinical Signs in Silicosis. M. Maulini.—p. 211. 

Psychosis as Side Door Out of Industry. F. Tallman.—p. 212. 

One Hundred Problem People: Study of Accident Frequency, Medical 
Complaints, Absenteeism, and Disciplinary Penalties in Manufacturing 
Industry. G. A. Eadie. —p. 215. 

Mental Hygiene Service at United States Air Force Base. O. B. 
Schreuder, A. O. England and J. H. Hoffman.—p. 218. 

Medical Applications of Radiations and Radioactivity. 1. Lampe.—p. 221. 

Radiation Protection from Industrial Hygiene Standpoint. J. C. Soet. 
—p. 227. 

Problems in Radioisotope Therapy Nursing. P. Gazay.—p. 234. 

New Clinical Signs of Silicosis—In routine examinations of 

French miners with established silicosis, Maulini observed two 

hitherto undescribed symptoms. The first one, to which he ap- 

plies the term “paracardiac pain,” is a chest pain that originates 
in the mediastinum. It differs from the pleurodynia frequently 
seen in silicosis. “Paracardiac pain,” which is sharp, is occasion- 
ally localized in the precordium, but oftener in the paracardiac 
region on either the right or the left, or in the region below the 
heart. It is common in dyspnea. It appears after coughing and 
rapid walking, particularly in patients with respiratory functional 
defects, and is one of the first signs of cardiac insufficiency, 
preceding the appearance of edema, galloping rhythm, and 
hepatomegaly. The second new symptom, the “knee sign” also 
appears among dyspneic silicotic workers following exertion. 

The patient, who feels as if he were suffocating, places his right 

knee on the ground and then presses his chest forcibly hgainst 

his left knee, as if trying to empty his lungs. By this forced 
posture he obtains relief of the shortness of breath. This symptom 
is a forerunner of other symptoms of cardiac failure. 


Journal of Gerontology, St. Louis 


. 6:105-212 (April) 1951 

Lipoproteins and Atherosclerosis, J. W. Gofman, F. T. Lindgren, H. B. 
Jones and others.—p. 105. 

Ancumment of Physiologic Age by Combination of Several Criteria— 
a Blood Pressure, and Muscle Force. I. M. Murray. 

Satins in Experimental Atherosclerosis: Il. Biochemical Effect of Intra- 

ascular Injection of Cholesterol Sols into Animals. O. J. Pollak and 

B. Wadler.—p. 127. 


Excretion of Pantothenic Acid in Urine in Young and Old Individuals. 
- Schmidt.—p. 132, 
a Uric Acid in Aged and Young P i 
; g Persons. E. Praetorius.—p. 135. 
Old People. R. Albrecht.—p. 138. 
Ofessi i i 
FD. me a Nurse in Community Planning for the Aged. 
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Laryngoscope, St. Louis 
61:289-378 (April) 1951 


Neural Mechanisms of Hearing: Some Experimental Studies of Auditory 
Nervous System. W. D. Neff.—p. 289. 

Headache and Autonomic Imbalance. R. L. Hilsinger.—p. 296. 

Observations in Treating Seven Cases of Choanal Atresia by Transpala- 
tine Approach. H. Owens.—p. 304. 

*Idiopathic (Lethal) Granuloma of Midline Facial Tissues Treated with 
Cortisone: Report of Case. P. M. Moore, E. E. Beard, T. W. Thoburn 
and H. L. Williams.—p. 320. 

Intralaryngeal Arytenoidectomy with Observations in Three Cases. L. A. 
Brown.—p. 332. 

Osteomata of Frontal Sinus with Special Consideration of Surgical 
Removal. B. N. Colver.—p. 341. 

Some Lesions of Bronchi and Esophagus. T. M. Edwards.—p. 368. 


Idiopathic (Fatal) Granuloma of Facial Tissues.—In idiopathic 
(fatal) granuloma of the midline facial tissues, the first or prodro- 
mal stage may last for a month or two or as long as four to five 
years. The patient may be conscious of a stuffiness in the nose, 
sometimes accompanied by a watery or serosanguinous dis- 
charge. A superficial ulceration may appear on the septal mucosa, 
the roof of the mouth, or in the gingivobuccal groove. Some 
patients seem to have had infection in the paranasal sinuses 
preceding the onset of the lethal granuloma. In the second stage, 
the nasal obstruction may be associated with a brownish ulcer 
on the septum, inferior concha, or roof of the mouth. The dis- 
charge is purulent or sanguinopurulent and has a foul smell. 
The disease tends to spread from the inside to the outside of the 
nose or to the palate. The tip of the nose may become swollen 
and indurated. Perforation of the hard palate may take place. 
Sequestra of the nasal, malar, and palatal bones may be ex- 
truded. Abscess formation under the cheek may require drain- 
age. In the third or terminal stage exhaustion is an outstanding 
clinical feature. The facial appearance may be monstrous. The 
hard and soft palates may be completely destroyed. Through the 
large central aperture in the face, the tongue, the roof of the nose, 
and the nasopharynx may be visible. Thus the picture is one of 
progressive destruction of nose, face, and pharynx. Since the 
destructive granulomatous reaction seems to be due to a local 
hypersensitivity, that is, an allergic reaction, treatment with 
cortisone was advised in a woman with this condition, who also 
had a rheumatoid arthritis of the knees and ankles, and lesions 
resembling those of lupus erythematosus disseminatus on the 
elbows, hands, and feet. Under cortisone therapy most of the 
ulcerating granulomatous lesions were replaced by scar tissue, 
but the lesions recurred when the drug was discontinued. Mainte- 
nance therapy is planned. The results in this patient encourage 
further trial of cortisone in this otherwise fatal disease. 


Mental Hygiene, Albany, N. Y. 


35:177-352 (April) 1951. Partial Index 


Religion and Mental Health. J. Vanderveldt.—p. 177. 

*Mental-Health Opportunities in the General Hospital. W. H. Dunn. 
—p. 190. 

Mental-Health Aspects of Helping People. A. P. Noyes.—p. 199. 

Constructive Programs for Mental Health of the Elderly. F. D. Zeman. 
—p. 221. 

Public-Health Approach to Child Psychiatry: Introductory Account of 
Experiment. G. Caplan.—p. 235. 

Evaluation of Treatment Methods in Alcoholism Therapy. R. Wilson. 
—p. 260. 

Family Group Therapy in Chicago Community Child-Guidance Centers. 
R. Dreikurs.—p. 291. 


Mental Health in General Hospitals.—The patient-physician re- 
lationship has been threatened by the complexities of modern 
life, by the impersonality of life in great cities, and by increased 
specialization in the medical profession. There is a growing 
awareness in the medical profession and allied services of the 
importance of considering patients as persons and not just as 
cases. In the general hospital there should be sound attitudes on 
the part of all personnel and an atmosphere that will communi- 
cate to all patients a feeling of security, acceptance, and confi- 
dence in the hospital and its clinics as such, as well as in in- 
dividual staff members. Consideration of the patient in his 
totality is a philosophy basic to healing. This can be projected 
into the community by cooperation with others interested in 
health and adjustment to life. 
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New England Journal of Medicine, Boston 
244:657-698 (May 3) 1951 
*Use of Dibenamine and Norepinephrine in Operative Treatment of 
Pheochromocytoma: Report of Two Cases. G. F. Cahill and J. C 
Monteith.—p. 687 
Bacterium Alcaligenes (Alcaligenes Faecalis) Infections in Man. L. Wein- 
stein and E. Wasserman.—p. 662 
Acute Benign Pericarditis. M. G. Brown.—p. 666 
*Disseminated Herpes Simplex (Kaposi's Varicelliform Eruption) and 
Failure of Penicillin and Aureomycin to Influence Its Course. M. S 
Buerk and H. Blank.—p. 670 
Medicine as a Social Instrument: Medical Education in the Twentieth 
Century. C. S. Burwell.—p. 673 
Dibenamine*® and Norepinephrine in Pheochromocytoma,— 
Cahill and Monteith have found the adrenolytic drug dibena- 
mine* (N,N-dibenzyl-beta-chloroethylamine hydrochloride) and 
the sympathomimetic norepinephrine to be useful adjuncts in the 
preoperative and postoperative management of pheochromocy- 
toma. In two such cases, one with persistent and the other with 
paroxysmal hypertension, dibenamine,* given 24 to 48 hr. before 
operation produced a satisfactory and prolonged hypotensive 
effect and prevented the extreme elevation of blood pressure that 
usually follows handling of these tumors at operation. The 
tumors removed in both cases showed areas of infarction and 
focal necrosis that may have been the resuit of anoxia secondary 
to prolonged lowering of the blood pressure. The administration 
of norepinephrine during the operation and the first 24 hr. after 
operation prevented the usual pronounced drop in blood pres- 
sure without giving rise to the side effects (flushing, palpitation, 
and cardiac arrythmias) occasionally encountered with epine- 
phrine. After operation tests on both patients with piperoxan 
(benzodioxan) or histamine showed that all excess pheochrome 
tissue had been removed. 
Aureomycin in Disseminated Herpes Simplex.—When an area 
of eczematous dermatitis becomes infected with the virus of 
herpes simplex a widespread vesicular eruption results accom- 
panied by fever and toxicity (Kaposi's varicelliform eruption). 
Preliminary reports have suggested that this condition responds 
favorably to aureomycin, but Buerk and Blank demonstrate in 
the laboratory and in the clinic that aureomycin has no effect on 
the virus of herpes simplex. They report a case of the disease, 
proved by isolation of the virus, in which the patient's fever 
and acute illness continued for five days after the administration 
of aureomycin and in which new vesicles containing cells with 
specific inclusion bodies continued to appear for eight days. This 
was in accordance with earlier studies demonstrating the failure 
of aureomycin to show any protective effect in herpes simplex 
infections in chick embryos. The authors suggest that the appar- 
ent effect of aureomycin in some cases of disseminated herpes 
simplex may be due to its action on secondary bacterial infec- 
tion or may be due to the rapid (48 to 72 hr.), spontaneous recov- 
ery that occurs in patients with a high titer of antibodies due to 
previous herpes simplex infections. In the case reported here the 
patient had no antibodies at the onset of the disease but showed 
a high titer within two to three weeks, indicating a primary infec- 
tion. Concomitant use of penicillin in this case was presumed to 
rule out any misleading nonspecific action of aureomycin. The 
authors also demonstrated the practical value of the rapid diag- 
nosis of herpes simplex infections by the cytologic smear tech- 
nique of Tzanck, in which virus-type giant cells are readily 
identified in smears taken from the base of the vesicles. 


New Orleans Medical and Surgical Journal 


103:455-498 (May) 1951 


Clinical Review of Neuralgias of Head. G. S. Baker.—p. 455 

*Blood Changes Which Predispose to Shock in Postoperative and Post- 
delivery Phase. N. W. Philpott, C. A. Pick and L. Lowenstein.—p. 459. 

Attempts at Chemotherapy of Cancer. S. P. Reimann.—p. 464 

Cardiac Complication of Serum Sickness. C. J. Gulotta.—p. 469. 

Management of Recurrent Abruptio: Report of Case. J. Caire.—p. 473. 

Schwannoma: Case Report. J. Cohen.—p. 475. 

Tularemia Treated with Streptomycin: Analysis of 54 Cases. J. W. 
Rosenthal.—p. 477. 

Lower Lobe Tuberculosis. S. Halle and O. Blitz.—p. 479. 

Paroxysmal Hypertension Due to Nor-Epinephrine Produced by Pheo- 
chromocytoma. A. S. Mann, R. Lynch, S. Tuthill and T. Fox.—p. 486. 


Blood Changes Which Predispose to Shock.—This report con- 
cerns changes in the blood and circulation that predispose to 
hemorrhage and shock. Factors contributing to shock, including 
anemia, dehydration, and excessive trauma, should be avoided or 
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promptly treated. Hemorrhage is the condition most commoply 
associated with shock in obstetrical practice. In 38 cases ay 
attempt was made to determine whole blood loss from the circy. 
lation at childbirth. Blood volume changes studied antepartum 
and postpartum showed a diminution in the active circulation 
that far exceeded external measured loss. Because blood loss ang 
shock tend to cause hemoconcentration, the hemoglobin eg. 
mation and the hematocrit are often misleading in the postopers. 
tive and postpartum patient. In such cases blood volume studie 
are beneficial in estimation of red blood cell volume. Further. 
more, this is a more accurate method of measuring the indicated 
amount of blood replacement. Blood loss is best replaced by 
whole blood transfusion. 


Northwest Medicine, Seattle 
$0:229-312 (April) 1951 


Medicine’s Problem Child, the Hospital. T. F. Laye.—p. 250 
Cutaneous Manifestations of Systemic Disease. R. R. Kierland.—p, 254 
Medical Usage of Red Blood Cells. B. P. Harpole.—p. 259 
Medical Aspects of Atomic Warfare. R. H. Kaufman, J. M. Robers 
and H. M. Erickson.—p. 261. 
Correction of Cleft Palates by Dental Appliances. E. J. Fredrickson 
—p. 268 
50:3 13-396 (May) 1951 
Perspective Concerning Infections in Animals Transmissible to Man. 
K. F. Mever.—p. 333. 
Medicine's Problem Child, the Hospital. T. F. Laye.—p. 337 
Balanced Supportive Therapy During Anesthesia. J. S. Lundy.—p. MI 
Therapeutic Management of Congestive Heart Failure. H. H. McLemore 
p 343 
Murine (Endemic) Typhus in Oregon. J. H. Gerow, G. Mount and L. 
Wolfe.—p. 348. 


Oklahoma State Medical Assn. J., Oklahoma City 
44:163-216 (May) 1951 

Conservative Surgery of Hydronephrosis: Critical Analysis of Results 
Obtained by Various Procedures. V. J. O°'Connor.—p. |%2 

Nephrolithiasis Caused by Abnormalities of Calcium and Uric Acid 
Metabolism. V. Vermooten.—p. 185. 

Intestinal Obstruction. P. Thorek.—p. 190. 

Hazards of Splenectomy. H. A. Burnett and A. M. Brixey.—p. 194. 


Proc. Soc. Exper. Biol. & Med., Utica, N. Y. 
76:619-876 (April) 1951. Partial Index 


Chemical Constituents of Skeletal Muscie from Norma! Subjects and 
Patients with Rheumatic and Non-Rheumatic Diseases. E. J. Bien, 
M. Ziff and J. J. Bunim.—p. 649. 

*Pathological Changes in Adrenal Cortex of Mouse During Experimental 
Meningococcal Infection. D. Rum! and M. Bohnhoff.—p. 679. 

*Increase in Circulating Red Cell Volume of Normal and Hypophysec- 
tomized Rats After Treatment with ACTH. J. F. Garcia, D. C. Van 
Dyke, R. L. Huff and others.—p. 707. 

Fixed Rabies Virus in Blood Following Intracerebral Inoculation in Mice 
and Rabbits. D. H. Wong and J. Freund.—p. 717. 

Effect of Cortisone on Growing Bones of Rat. R. H. Follis Jr—p. 72 

Enhancement of Oncolytic Effect of Russian Encephalitis Virus. A. E. 
Moore.—p. 749 

Bile Acids in Blood and Lymph in Experimental Obstructive Jaundice. 
C. R. Reiners Jr.—p. 757. 

Effect of ACTH on Decreased Serum Inorganic Phosphorus Induced by 
Insulin and Glucose. F. De Venanzi.—p. 770. 

Resistance Lowering Effect of Human Respiratory Tract Mucin. W. J. 
Nungester, J. K. Bosch and D. Alonso.—p. 777. 

Influence of Alpha-Naphthyl Thiourea on Gastric Evacuation. S. 1 
Dieke.—p. 788. 

*Interrelation Between Potassium Metabolism and Digitalis Toxicity ® 
Heart Failure. B. Lown, H. Salzberg, C. D. Enselberg and R. E. 
Weston.—p. 797. 

Propagation in Chick Embryos of Dengue Virus, Hawaiian Strain: I: 
Findings in Infected Eggs. R. W. Schlesinger.—p. 817. 

*Reduction of Antidiuretic and Pressor Activity Associated with Adreno- 
corticotropic Hormone (ACTH) Preparations. W. O. Reinhardt and 
Chon Hao Li.—p. 836. 

Demonstration of Glycogen in Human Liver by Electron Microscope. 
C. Morgan and R. W. Mowry.—p. 850. ; 

Study of Fibrous Components of Vitreous Body by Electron Microscope 
A. G. Matoltsy, J. Gross and A. Grignolo.—p. 857. 


Adrenal Cortex During Meningococcic Infection.—A histolog 
cal study was made of the adrenal glands of mice infected with 
Meningococcus and also of controls. Depletion of fat, engorg® 
ment, and inflammatory cell infiltration were demonstrate 
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during the course of the infection. After successful treatment 
with penicillin, the adrenal cortex showed a progressive re- 
covery, as manifested by reaccumulation of fat and reduction 
of hyperemia and inflammatory reaction. 


Red Blood Cell Volume and ACTH.—In animals subjected to 
hypophysectomy the concentration of hemoglobin is decreased. 
That this low concentration actually reflects a decrease in red 
blood cell volume per unit body weight has been shown by the 
p*? tagged cell method. Some authors conclude that the altera- 
tions in red blood cell concentration following hypophysectomy 
are due to general metabolic changes rather than the absence of 
a specific hemopoietic hormone. On the other hand, a specific 
hemopoietic hormone has been postulated as existing in the 
hypophysis. This paper describes studies on rats showing that 
corticotrophin (ACTH) prevents the decrease in the total cir- 
culating red blood cell volume that is normally found in rats 
subjected to hypophysectomy. Furthermore, administration of 
corticotrophin for 116 days to normal rats elevates the total 
circulating red blood cell volume to approximately 1.3 times 
that of the normal untreated controls. 


Potassium “Metabolism and Digitalis Toxicity.—A_ relationship 
between potassium metabolism and the cardiac effects of digi- 
talis has long been recognized. This study is an attempt to deter- 
mine whether alterations in digitalis sensitivity can be demon- 
strated following changes in potassium metabolism encountered 
clinically. In a series of patients in congestive failure, potassium 
depletion, either occurring spontaneously with malnutrition and 
gastrointestinal disorders or induced by mercurial diuresis after 
pretreatment with ammonium chloride, was found to be associ- 
ated with increased sensitivity to digitalis. In two patients a 
similar decreased threshold of digitalis toxicity was observed 


after daily doses of 20 mg. of desoxycorticosterone acetate for 
four to 10 days. In one digitalized patient, digitalis toxicity was 
precipitated by intravenous injection of insulin and dextrose, 
which was tollowed by the development of hypopotassemia. 


This increased myocardial sensitivity to digitalis probably results 
from alterations in intracellular potassium distribution, since no 
significant changes in serum (or extracellular) potassium were 
observed in eight of 10 patients. 


Reduction of Antidiuretic Activity in ACTH.—The preparation 
of purified corticotrophin (ACTH) from whole pig or sheep 
pituitary glands or from dissected beef anterior lobe material 
may involve contamination of the final product by substances 
having antidiuretic and pressor activity similar to that found in 
Posterior lobe extracts. Since in clinical and experimental use 
of corticotrophin preparations posterior lobe contaminants cause 
undesirable side effects, a method is described which reduces 
these substances to low values in various preparations of sheep 
corticotrophin. The antidiuretic and pressor activities originally 
Present are substantially or completely reduced when the protein 
or peptide or the corticotrophin of sheep is treated with 0.2 nor- 
a hydrochloric acid in a boiling water bath for at least one 
our, 


Psychiatric Quarterly, Utica, N. Y. 
25:1-200 (Jan.) 1951 


Treatment of the Psychoses. H. C. Solomon.—p. 1. 
— to Dr. Richard H. Hutchings. E. G. Bewkes.—p. 20. 
prince During Electric Shock Therapy. S. T. Michael.—p. 24. 
Pe BCG in Mental Institutions. H. C. Steward, J. Katz and H. B. 
ang.—-p. 32. 
rr Motif as Typical Dream Experience. H. S. Barahal.—p. 38. 
ae S. T. in Treatment and Control of Chronically Disturbed Mental 
‘ atients—Preliminary Report. J. A. Brussel and J. Schneider.—p. 55. 
“onstandard Method of Electric Shock Therapy. J. H. Koenig and H. 
_Feldman.—p, 65. 
eager Crime vs. Criminal Behavior. G. Devereux.—p. 73. 
Clady Development and Course of Schizophrenia in Children. E. R. 
81. 
Preliminary Report on Antabuse Therapy for Alcoholism. P. P. Steckler 
and L. Harris.—p. 91, 
J. Matfus.—p. 97, 
udy of Judgment in Psychopathic Personality. B. Simon, J. D. Holzberg 
and J. F. Unger.—p. 132. 
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Public Health Reports, Washington, D. C. 
66:487-514 (April 20) 1951 


Use of State Advisory Councils in Hospital Survey and Construction 
Program. L. S. Reed.—p. 487. 

Preservation of Viability and Pathogenicity of Nichols’ Rabbit Strain of 
Treponema Pallidum by Freeze Drying. E. G. Hampp.—p. 501 

66:515-546 (April 27) 1951 

Public Health Nursing: 1951. Summary of Conference of State Directors 
of Public Health Nursing. P. Mclver and R. G. Taylor.—p. 515 

Significance of Early Diagnosis of Hearing Impairment in Children. 
J. E. Bordley and W. G. Hardy.—p. 521. 

Rehabilitation: Role of Health Department. A. L. Chapman and J. H. 
Gerber.—p. 529. 

Personnel Needs in Environmental Health and Sanitation Field. A. P. 
Miller.—p. 535. 


Review of Gastroenterology, New York 
18:23 1-304 (April) 1951 


Clinical Manifestations and Surgical Treatment of Congenital Types of 
Diaphragmatic Hernia. S. W. Harrington.—p. 243 

Choice of Treatment in Idiopathic Dilatation of Esophagus. W. J. M. 
Scott and G. L. Emerson.—p. 257. 

Chronic Urticaria Associated with Hypochlorhydria or Achlorhydria 
W. B. Rawls and V. C. Ancona.—p. 267. 

Gastrointestinal Function Following Radical Pancreaticoduodenectomy. 
C. B. Ripstein and W. Ostrow.—p. 272. 

Results of Routine Sigmoidoscopy. V. T. Young.—p. 283. 

Habitual Pyloric Spasm: Case Report. H. M. Robinson.—p. 295. 


Texas State Journal of Medicine, Fort Worth 
47:209-262 (April) 1951 
*Basal Cell Tumors: Their Nature and Origin. S. A. Wallace and J. R. 
Thomas.—p. 213. 
Fibrous Tumors of Skin. C. T. Ashworth.—p. 215. 
Tumors of Parotid Gland: Surgical Removal with Particular Reference 
to Protection of Facial Nerve. J. Greenwood Jr.—p. 220 
Salivary Adenolymphoma: Study and Report of Five Cases. J. L. Goforth 
and C. H. Smith Jr.—p. 223. 
Malignant Melanoma of Tongue. M. D. Blackburn Jr.—p. 231. 
Cystic Tumors of Adrenal Gland Associated with Cushing’s Syndrome. 
G. V. Brindley Jr. and J. T. Chisolm.—p. 234. 
Malignancies of Uterus. R. J. Crossen.——-p. 237. 
Incidence of Malignant Tumors in General Practice of Pathology in West 
Texas. L. R. Hershberger.—p. 242. 
Basal Cell Yumors.—The belief that basal cell tumors are not 
malignant in the true sense and that they arise from skin ap- 
pendages has been growing. Wallace and Thomas quote from 
MacCallum’s report, which called attention to the benign nature 
of these tumors, and they point out that McCarthy listed basal 
cell epithelioma under the heading of benign epithelial tumors. 
These and other reports and their own observations convinced 
the authors that a locally invasive epithelial neoplasm that does 
not spread to regional lymph nodes and does not metastasize to 
distant parts cannot be called cancerous. Therefore, basal cell 
carcinoma is a misnomer and the term should be replaced by 
basal cell tumor. These growths appear to be derived from cel- 
lular elements of skin appendages rather than from the basal 
layer of the epidermis. Among the neoplasms derived from skin 
appendages, those derived from sweat glands and apocrine 
glands are distinctive. Therefore, in the derivation of basal cell 
tumors cellular elements of hair follicles become implicated. 


West Virginia Medical Journal, Charleston 
47:141-168 (May) 1951 


Concerning Management of Fractures by Skeletal Pinning and External 
Fixation. W. Bronaugh.—p. 146 

Diagnosis of Diseases of Pancreas. J. O. Burke.—p. 151. 

Primary Benign Tumor of Ureter: Case Report. J. F. McCuskey, E. B. 
Randolph and H. Fischer.—p. 154. 


Wisconsin Medical Journal, Madison 


$0:421-532 (May) 1951 


Acute Aseptic Meningitis. W. D. Sutliff.—p. 438. 

Post-Traumatic Vasomotor Disturbances. J. E. Conley and R. J. Krill. 
—p. 443. 

Diagnosis and Treatment of Fibrosis of Pancreas. J. E. Gonce Jr. 
—p. 447. 

Methods for Sealing Break in Retinal Detachment. W. F. Hughes Jr. 
and W. H. Middleton.—p. 451. 

Acute Glomerulonephritis and Toxic Nephrosis (Lower Nephron). F. D. 
Murphy.—p. 455. 

Chorionepithelioma of Uterus. C. W. Mueller and W. A. Lapp.—p. 461. 
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FOREIGN 


Ann. Chirurgiae et Gynaecologiae Fenniae, Helsinki 


40:1-78 (No. 1) 1951 
Partial Eventration of Diaphragm. P. E. A. Nylander and G. Elfving. 
The Stein-Leventhal Syndrome. P. Vara and K. Niemineva.—p. 23. 
Sarcoma and Sarcomatoid Carcinoma of Thyroid: Incidence in Finland. 
E. Saxén.—p. 34 
*Effect of Parenterally Applied Skin Extracts on Wound Healing in White 
Rat. H. Teir, T. Putkonen and A. Kiljunen.—p. 51. 

Existence of Growth-Promoting Factor in Skin of White Rat: Experi- 
mental Investigations. H. Teir, A. Kiljunen and T. Putkonen.—p. 61. 
Prolonged Period of Latency After Premature Rupture of Membranes: 
Effect on Course of Full-Term Delivery in Women with Normal Pelvis. 

P. Vara and O. Kinnunen.—p. 71. 


Effect of Skin Extracts on Wound Healing.—Teir and associates 
conducted experiments to determine whether the growth-promot- 
ing factor they had discovered in the skin would accelerate wound 
healing. Round wounds 2 cm. in diameter were made on the 
backs of 242 to 3-month-old white rats. Every second day these 
animals were given intraperitoneal injections of 2 cc. of a 
suspension containing from 0.1 mg. to 100 mg. of finely ground 
skin tissue, each concentration being given to four animals. 
Eleven rats with the same types of wounds served as controls. 
rhe time required for complete healing and the area of the 
new epithelium were used as criteria of wound healing. When 
0.1 to | mg. of the extract was used per injection, healing was 
accelerated 25 to 27%, but with 10 to 100 mg. per injection 
healing was delayed from 11 to 24% as compared with the heal- 
ing time of the control animals. The area of the new epithelium 
at the time of complete healing depended partly on the rate of 
healing, since the wounds contracted in size with time. With 
the lower concentrations of skin extract (0.1 to 1 mg.) there was 
an increase in the area of epithelium of 80 to 100% as con- 
trasted with the control group, whereas with the higher doses 
(10 to 100 mg.) there was a decrease of 40 to 50%. Thus it ap- 


pears that small doses stimulate, whereas large doses inhibit 
new cell formation in the epithelium. 


Archives des Maladies du Coeur, Paris 
44:385-480 (May) 1951. Partial Index 


Plurality of Factors Determining Production of Fibrillation of the 


Heart. P. Rylant.—p. 385 

Circulatory Changes in Chronic Pulmonary Heart. H. Denolin and J. 
Lequime.—p. 391 

*Cardiac Resuscitation and Electrocardiography. P. Rochu, H. Metras, 
M. Warnery and I. Hartung.—p. 438. 


Cardiac Resuscitation and Electrocardiography.—Resuscitation 
after 31 min. of cardiac arrest in the course of mediastinal 
decortication for a bronchial fistula in a man 38 is reported. The 
patient had been subjected previously to thoracoplasty and to 
pneumonectomy. In the course of the mediastinal decortication a 
pulmonary vein was torn and dark blood spurted from the ves- 
sel, revealing anoxemia of unexplained origin. Cardiac arrest 
occurred in three phases, the first lasting 27 min., during which 
the heart was flaccid; the second of four minutes’ duration, with 
auriculoventricular fibrillation, and the third of very short dura- 
tion. For cardiac resuscitation cardiac massage was performed 
with the pericardium opened. It became evident that there was 
air in the left ventricle. One injection of epinephrine and pro- 
caine hydrochloride was made into the left ventricle during the 
first phase and one of procaine hydrochloride during the second 
phase. A subepicardial hematoma was observed at the apex when 
the massage was discontinued. Within a week after resuscitation 
the patient showed increasing hyperazotemia with oliguria. Death 
resulted from massive hemoptysis two weeks later. Two electro- 
cardiographic records were made, one on the first day and one on 
the seventh day following resuscitation. The first tracing revealed 
sinus tachycardia of 100 with evidence of right bundle branch 
block of Wilson's type and changes in the ST segment corre- 
sponding to a left subepicardial myocardial lesion. The second 
electrocardiogram showed sinus tachycardia of 124, with dimin- 
ished disturbance of conduction and nearly complete disappear- 
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ance of the myocardial lesion. Thus cardiac massage produced 
cardiac trauma, and the electrocardiographic changes were the 
same as those observed in myocardial disorders or in disturb. 
ances of conduction. The intracardiac injections were apparently 
well tolerated. Cardiac massage with the pericardium opened 
seems to be more damaging, but the authors consider the pro- 
cedure more difficult with the pericardium closed. If the chances 
of cardiac resuscitation are diminished by the integrity of the 
pericardium, one should not try to avoid electrocardiographic 
sequelae that are compatible with life. In the authors’ case the 
air embolism may have played a part in the electrocardiographic 
changes observed. 


Arquivos Brasileiros de Cardiologia, Sao Paulo 
4:1-120 (March) 1951. Partial Index 


*Mitral Stenosis: Clinical and Statistical Study of 110 Cases. R. Busta- 
mante Riofrio, F. Kohout and P. Schlesinger.—p. 1. 


Mitral Stenosis.—In a group of 923 patients with cardiac diseases 
110 were found to have mitral stenosis. The condition was more 
frequent in whites than in Negroes, in women than in men, and 
in patients between 20 and 40 yr. than in those between S50 and 
70. Mitral stenosis associated with other valvular lesions was 
more frequent than pure mitral stenosis. A history of rheumatic 
disease with prominent articular pain was found in 65 out of 80 
patients between the ages of 20 and 40 and in 15 out of 30 
patients between the ages of 50 and 70. When the onset occurred 
late in life, the number of episodes was diminished, the asympto- 
matic period was prolonged, and the cardiac involvement was 
less severe. However, once the disease reached a certain phase, 
cardiac failure, auricular fibrillation, and other intercurrent dis- 
eases were more frequent in patients of more advanced age than 
in young patients. Intercurrent diseases were often the imme- 
diate cause of decompensation and death of old patients. Pure 
mitral stenosis was more frequent and severer in women than 
in men. It was severer than combined mitral and aortic stenosis 
in all patients. Cardiac insufficiency occurred in five out of nine 
pregnant women with pure mitral stenosis and in one out of 
seven pregnant women with both mitra! and aortic stenosis. The 
early cardiovascular symptoms in all patients, but particularly 
in patients with mitral aortic stenosis, were palpitations, pre- 
cordial pain, cerebral vascular attacks, and dizziness. In 44 
patients with mitral stenosis who had blood cell counts and 
sedimentation tests performed, the incidence of rheumatic activ- 
ity was higher and the course of the disease was usually severer 
in the 16 cases with lymphopenia than in the patients with a 
normal lymphocyte count. 


British Journal of Plastic Surgery, Edinburg 
4:1-80 (April) 1951. Partial Index 


Nerve Supply of Muscles of Soft Palate. I. W. Broomhead.—p. 1. 

Measurement of Local Clearance of Radioactive Sodium in Tubed Skin 
Pedicles. J. N. Barron, N. Veall and D. G. Arnott.—p. 16. 

Some Observations on Vascular Channels in Tubed Pedicles. Il. 
F. Braithwaite.—p. 28. 

Incisions for Plastic Reconstructive (Non-Septic) Surgery of Hand. J. M. 
Bruner.—p. 48. 

Malignant Synovioma of Hand. R. F. Crampton.—p. 56. 

*Ox Cartilage in Plastic Surgery. H. Gillies and H. K. Kristensen.—?. 63. 

Streptomycin as Local Application to Control Wound Infection Prior to 
Skin Grafting: Preliminary Report. T. P. Kilner, E. Peet, J. S. Calman 
and D. A. Kernahan.—p. 74. 


Ox Cartilage in Plastic Surgery.—In Gillies’ and Kristensen’s 
department ox cartilage has been used for plastic repair since 
May, 1946. They obtain the cartilage from a slaughterhouse 
laboratory. Xiphisternum cartilages are taken from 1 8-month- 
old heifers and, after removal of the fat, put into thimeros 
(merthiolate*) solution (1:4,000). At the laboratory, the soft tis 
sues and the perichondrium are dissected off and the cartilages 
are parboiled by being dipped in boiling water for one minute 
They are then preserved in sterile bottles containing 1:4, 
thiomersal in sodium chloride. The preserving fluid is rene 
the next day and once a week thereafter. These preserved ox 
cartilages were used on 125 patients in 144 operations. With the 
use of ox cartilage painful operations are avoided and the 
operation time and the hospital stay are significantly shortened. 
The total clinical material shows 60% successes. When the 
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is divided into cases where solid and minced grafts were 
used, success is found in the former group in 70% and failure 
in the latter group in 70%, indicating that minced grafts are not 
advisable. In considering the various regions to which this graft- 
material has been applied, success was found in 50% in ear 


in 
reconstruction, 80% in restoration of facial contours, and 95% 


for building up or supporting the nose. 


material 


British Medical Journal, London 
1:1035-1094 (May 12) 1951 


Fundamental Problems in Pathology of Multiple Scleresis and Allied 
Demyelinating Diseases. C. E. Lumsden.—p. 1035. ; 

*Asphyxia Neonatorum Treated by Electrical Stimulation of Phrenic 
Nerve. K. W. Cross and P. W. Roberts.—p. 1043. 

*Brucella Abortus Endocarditis. F. D. Hart, A. Morgan and B. Lacey. 

meus Surgical Haemorrhage: Some Observations on Controlled 
Hypotension with Methonium Compounds. R. P. W. Shackleton. 


—p. 1054 
Sanson Lymphadenitis in Nigerian African. B. S. Jones.—p. 1056. 
Hereditary Hacmorrhagic Telangiectasia with Hepatosplenomegaly and 
Ascites. D. W. Ashby and E. Bulmer.—p. 1059. | 
Interesting Case of Polymastia Observed in Pregnancy. F. H. Leckie. 
—p. 1060 


Electrophrenic Stimulation in Neonatal Asphyxia.— Twenty-nine 
newborn infants with asphyxia were treated by electrical stimula- 
tion of the phrenic nerve in the neck through the intact skin. 
The apparatus used is similar to that employed in electrotherapy. 
The electrodes are covered by lint soaked in saturated sodium 


chloride solution. The active electrode makes contact with an oval 
area of about 8 by 6 mm. on the baby’s neck over the site of the 
phrenic nerve. | he infant lies on the rectangular indifferent elec- 


trode, 14 by S cm. in area, which is also covered by lint soaked in 
sodium chloride solution. A peak current of 3 to 5 ma. through 
the electrodes described is sufficient to provide adequate ventila- 
tion in adults, but larger currents were necessary for the resusci- 
tation of babies. With the aid of a peak-reading voltmeter con- 
tained in the stimulator, readings of potential difference and 
resistance were noted when adequate movement of the dia- 
phragm occurred. From these two readings the peak current was 
calculated, but this figure can be regarded only as an approxima- 
tion. Of the 2¥ infants, 25 recovered and four died. There seems 
to be some relationship between the current required and the 
severity of the illness. The authors feel that this relationship is a 
function of the neuromuscular system under consideration. 
Necropsy was performed in three of the four fatal cases and 
revealed that electrophrenic respiration is capable of expanding 
the lungs, in which respect it does not differ from other tech- 
niques of artificial respiration but it has the advantage of the 
normal muscles being called into play. There cannot be the 
danger of pulmonary emphysema or distention of the stomach, 
which are present with the positive-pressure methods. All but two 
of the infants who survived the neonatal period were followed 
up for three months, and no damage from the high dosage of 
current employed was noted. It is still too early to say whether 
the resuscitation of infants who had suffered from severe cyanosis 
has caused any mental damage, but one infant with a period of 
three and a quarter hours’ severe cyanosis with irregular gasping 
respiration who received three-quarters of an hour's treatment 
with the stimulator had been followed up for 20 months and 
had not shown signs of abnormality. Results showed that electro- 
phrenic stimulation is a promising method of artificial resuscita- 
tion. Comparison of the results obtained by the authors with 
those obtained with other methods is urgently required and 
should be undertaken in centers where there is an established 
routine for treating neonatal asphyxia. 


Brucella Abortus Endocarditis—The occurrence of Brucella 
abortus endocarditis in a man 48 is reported. The patient com- 
plained of malaise and fatigue for one year, palpitations of six 
months’ duration, and shivering attacks with night sweats for 
three Weeks. His temperature ranged between 100 and 104 F. 
Three successive blood cultures yielded a pure growth of Br. 
ree and the serum agglutinated the organism to a titer of 
eae Was treated with 2,000,000 units of penicillin daily 
b ays without improvement. Next, aureomycin was given 
¥ mouth in a dose of 500 mg. four times daily. After a total 
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dose of 60 gm. had been given in 25 days without apparent 
effect, the drug was discontinued. A total dose of 8.5 gm. of 
streptomycin then was given without appreciable effect. Through- 
out his three months’ stay in the hospital the patient did not 
feel ill and his physical signs remained virtually unchanged. 
Three weeks after his discharge from the hospital he was re- 
admitted with arthralgia and complete heart block. Chloram- 
phenicol therapy was started in a dose of 250 mg. every two 
hours but was ineffective. Death resulted from cardiac failure 
eight days later. Necropsy revealed bacterial endocarditis super- 
imposed on chronic rheumatic endocarditis (aortic stenosis and 
incompetence) with involvement of the interventricular septum. 
Cultures taken from bone marrow and spleen grew Br. abortus 
only. The noteworthy features were the patient’s apparent well- 
being in the presence of high fever until septal lesions occurred, 
and the failure of the antibiotics to alter the course of the disease. 
Twelve cases of Brucella endocarditis from the literature were 
analyzed. All cases, whether due to Br. abortus, melitensis, or 
suis, were in male patients. Br. abortus endocarditis is a distinct 
clinicopathological entity, with a duration of three to 11 months. 
Death in all the recorded cases was a cardiac one, usually with 
marked pulmonary edema. The frequency of myocardial lesions, 
especially in the cardiac septums, where they give rise to disturb- 
ances of conduction, appears to set Br. abortus endocarditis apart 
from other forms of bacterial endocarditis, including Br. meliten- 
sis infections. Aortic lesions predominate in Br. abortus endo- 
carditis. Aneurysms of the sinuses of Valsalva, septal involve- 
ment, and heart block occurred only with aortic lesions. There is 
no clear evidence that the use of antibiotics has altered the course 
of this type of endocarditis. 


Reduction of Surgical Hemorrhage.—Methonium compounds 
were used in 250 patients during surgical operation to produce 
hypotension and thus reduce bleeding. Pentamethonium iodide 
was used in 188 patients, but later hexamethonium bromide be- 
came the drug of choice. An initial dose of 50 mg. is recom- 
mended for a healthy adult to produce successful autonomic 
block and consequent vasodilatation. Additional dosage to main- 
tain hypotension is determined solely by the patient's response. 
The usual aim is to keep the systolic pressure between 60 and 70 
mm. In operations lasting from one-half to three-quarters of an 
hour the initial dose of the drug will usually prove sufficient. 
In longer operations additions of from 10 to 25 mg. of the drug 
may have to be given. The effect of the methonium compounds 
is Significantly influenced by the patient's position, and the hypo- 
tension produced is partly postural. Therefore, the technique 
is unsuitable for certain operations. Some patients also appear 
unsuitable. The patient should be tilted to a 20-degree foct-down 
position, and the drug should be administered intravenously. 
Often, if the table is tilted farther, the action of a dose will be 
prolonged. So far, the longest period of maintained hypotension 
of 60 mm. has been two and a half hours. No major ill effects 
were noted. There has been no case of prolonged hypotension 
(the blood pressure usually returning to normal in 24 to 36 hr.) 
and no case of cerebral damage or alteration in function. Danger 
during the postoperative stage, especially during transport and 
lifting into bed is real. The blood pressure must be recorded 
immediately after the patient is in bed again and thereafter half- 
hourly, and methamphetamine hydrochloride should be given in 
10 mg. doses if hypotension is prolonged. Surgical bleeding was 
considerably reduced in over three-quarters of the author's cases. 


Clinical Science, London 
10:1-160 (Feb.) 1951. Partial Index 


Heparin Tolerance in Rheumatic Fever. Il. D. G. Abrahams, L. E. 
Glynn and G. Loewi.—p. 1. 

Myopathy Due to Defect in Muscle Glycogen Breakdown. B. McArdle. 
—p. 13. 

Intrapulmonary Mixing of Helium in Normal and Emphysematous Sub- 
jects. W. A. Briscoe, M. R. Becklake and T. F. Rose.—p. 37. 

Renal Circulation in “Low Output” and “High Output” Heart Failure. I. 
C. E. Davies and J. A. Kilpatrick.—p. 53. 

Observaiions on Inhibitory Respiratory Reflexes During Abdominal Sur- 
gery. E. B. Reeve, E. M. Nanson and F. F. Rundile.—p. 65. 

Human Skin Lipids with Particular Reference to Self-Sterilising Power 
of Skin. C. R. Ricketts, J. R. Squire and E. Topley.—p. 89. 

Nicotine Test for Investigation of Diabetes Insipidus. A. A. G. Lewis 
and T. M. Chalmers.—p. 137. 

Effect of Nicotine on Urinary Flow in Diabetes Insipidus. J. E. Cates. 
and O. Garrod.—p. 145. 
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Deutsche medizinische Wochenschrift, Stuttgart 
76:597-628 (May 4) 1951. Partial Index 


Mediastinal Tumors and Their Surgical Treatment. K. H. Bauer.—p. 597. 
Prolapse of Thoracic Intervertebral Disk. F.-W. Kroll and E. Reiss. 
p. 600 
Psychosomatic Aspects of Tuberculosis. H. Huebschmann.—p. 605. 
Studies on Phosphatase Clearance in Hypertrophy and in Carcinoma of 
Prostate. H. Dettmar and F. Arnholdt.—p. 608. 
*Adrenal Insufficiency and Changes in the Joints. K. Schaal.—p. 609. 


Adrenal Insufficiency and Changes in Joints.—Two patients with 
Addison's disease are discussed in whom rheumatoid arthritis 
developed during treatment with desoxycorticosterone acetate. 
Schaal points out that changes in the water and mineral balance 
produced by desoxycorticosterone acetate may have an effect on 
bone metabolism. In view of the known antagonism between 
desoxycorticosterone and cortisone (compound E) in other re- 
spects, it seems understandable that whereas cortisone counter- 
acts articular lesions, an excess of desoxycorticosterone may 
favor their development. This view is further strengthened by 
Watson's observation that whole adrenal cortical extract lowers 
elevated serum phosphatase in chronic arthritis while desoxy- 
corticosterone acetate does not. All these factors and the devel- 
opment of arthritis in the two aforementioned cases are argu- 
ments against Lewin and Wassen’s recommendation of desoxy- 
corticosterone acetate for the treatment of articular disorders. 
The theoretic justification for this treatment must be questioned, 
and the results so far obtained with it also are not convincing. 


Edinburgh Medical Journal 
§8:105-152 (March) 1951 
Sir John Fraser and His Contributions to Surgery. J. M. Graham. 
105 
Blood Flow to Lower Limbs in Peripheral Arterial Disease and Coarcta- 


tion of Aorta. G. M. Wilson.—p. 125 
Canicola Fever: Report of Three Cases of Meningitic Type in Human 
Subject. A. Joe and G. Sangster.—p. 140 


Glasgow Medical Journal 
32:85-120 (April) 1951 
*Renal Failure Following Accidental Haemorrhage of Pregnancy. R. A. 
Tennent and A. Starritt p. 85 


Anaemia of Scurvy. A. Brown.—p. 95. 
Incidence of Syphilitic Aortic Aneurysm: With Report of Its Occurrence 


in a Young Negro. A. W. Lees.—p. 110 


Renal Failure Following Hemorrhage in Pregnancy.—A study 
was made of 17 cases of accidental retroplacental hemorrhage 
of pregnancy. All infants were stillborn. Renal failure was 
demonstrated in eight of the women. The eight cases were 
grouped according to Van Slyke’s classification of renal lesions: 
(1) irreversible damage to nephrons, (2) reversible damage, or 
(3) reduced function without damage. Only one case came into 
the classification of irreversible damage to nephrons. This woman 
died on the IIth day. Autopsy revealed typical bilateral sym- 
metrical cortical necrosis of the kidneys. Three cases came into 
the category of reversible damage to nephrons. They all showed 
oliguria and nitrogen retention. Normal output of urine returned 
within 14 days in each case, but, after apparent clinical recov- 
ery had taken place, each showed deficient urea-concentrating 
power. Four cases fall into the classification of reduced function 
without damage; they showed evidence of nitrogen retention 
without diminution in the urinary output. All these patients dem 
onstrated normal urea-concentrating power before dismissal. 
It may be concluded from these eight cases that the degree of 
renal failure varies directly with the severity of shock and 
anemia. Renal ischemia occurs during the shock phase, and 
anemia predisposes to renal anoxia in the puerperium. Treat- 
ment during the accidental hemorrhage should be directed to 
minimizing of the severity and duration of the shock phase 
and thus renal ischemia. The authors feel that this is best done 
by blood transfusion. The judicious use of puncture of the mem- 
branes to initiate labor in certain cases may help to shorten the 


shock phase. ‘ 
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Lancet, London 
1:1025-1080 (May 12) 1951 


Psychosomatic Approach to Pulmonary Tuberculosis. G. Day.—p. 1025 

*Paralysis Following Immunising Injections: Measures Calculated to 
Diminish the Risk. G. Bousfield.—p. 1028. 

Bacteriostatic Effects of Newer Drugs in Treatment of Genito-Urinary 
Tuberculosis: Review of 51 Cases. J. C. Ross, J. G. Gow and CA 
St. Hill.—p. 1033. F 

Associated Perforation and Haemorrhage from Unsuspected Gastric 
Carcinoma. J. Jemson.—p. 1036. 

Outpatient Treatment of Injured Hand. M. Ellis.—p. 10338. 

Pulmonary and Peripheral Circulation Times in Haemorrhagic Shock 
S. R. Mukherjee and S. Rowlands.—p. 1041. 

Determination of Haemoglobin: VIII. Accuracy of Methods Applied to 
Abnormal Bloods. E. J. King, R. J. Bartholomew, M. Geiser and 
others.—p. 1044. 

Coronary Occlusion in Young Adults: Review of 100 Cases in the Sen. 
ices. M. Newman.—p. 1045. 

Simmonds’ disease (Hypopituitarism) in a Man Due to Traumatic 
Haemorrhage into Pituitary Gland. J. D. Robertson and H. F. yw 
Kirkpatrick.—p. 1048. 

Methaemoglobinaemia Due to Sodium Nitrite. T. E. Oppé.—p. 1051, 

Hyperpyrexia with Cerebellar Damage in Acute Rheumatism. E, 


Cruickshank.—p. 1052. 
A.C.T.H. in Dermatomyositis: Report of Case. A. A. Williams and D, P 


Bowler. —p. 1043. 
Streptomycin in Anal Tuberculosis. R. Marcus.—p. 1054 


Paralysis Following Immunizing Injections.—Since paralytic 
poliomyelitis following immunizing injections seems to occur les 
often in infants under | year of age than in older children, pos- 
sibly because poliomyelitis in recognizable form occurs much 
less often in the first months of life than in the next few years of 
childhood, it is suggested that immunization, especially against 
diphtheria, should be undertaken at the age of 2 to 5 months. 
Evidence is offered that infants can be immunized successfully 
at this age and that the immunity lasts from 18 months to two 
years in most cases. It was shown that active immunity can be 
procured in 98.9% of Schick-positive infants by about the sixth 
or seventh month of life. It seems advisable to avoid intramuscu- 
lar injections of diphtheria prophylactics and to adopt the sub- 
cutaneous route. In a study covering a large number of injections, 
there were no paralytic sequelae, even throughout danger periods, 
when diphtheria antigens were administered under the skin. 
Holt’s P.T.A.P. (purified toxoid precipitated by aluminum phos 
phate), in two subcutaneous injections of 0.3 ml. with an interval 
of a month, to children aged 1 year or less, yielded a 
Schick-conversion rate of 99.7%, without the undesirable re- 
actions. A highly purified toxoid in buffered sodium chloride 
solution (fluid toxoid) given as three monthly subcutaneous 
injections of 0.5 ml. produced a Schick-conversion rate of 99.2% 
in children aged I year or less. An experimental diphtheria 
prophylactic that, it is hoped, will actively immunize infants 
with excessive amounts of antitoxin of maternal origin was given 
to 154 small children, all initially Schick-positive. The conversion 
rate was 98.7% one month after a single subcutaneous injection 
of 0.5 ml. of the material. These prophylactics, only two of 
which are generally available, should prove suitable for sud 
cutaneous administration to infants aged 2 to 5 months. In 
treating infants who have not been previously shown to b& 
Schick-positive an interval of three or four months between the 
two injections of P.T.A.P. is advised. 


Nederlandsch Tijdschrift v. Geneeskunde, Amsterdam 
95:1277-1340 (April 28) 1951. Partial Index 


*Consideration of Technique of Irradiation in Carcinoma of Skin. P. JL 
Scholte, J. H. Mellink and H. P. L. van Doornum.—p. 1283. 

Possible Effects of Primary Tuberculosis of Lungs on Bronchi. G. M. #. 
Veeneklaas.—p. 1295. 

Ambulatory Treatment of Varicose Veins: Survey of 3,000 Treatments 
R. D. G. P. Simons.—p. 1300 


Irradiation in Skin Carcinoma.—A comparison is made betwee? 
the effect of radium therapy, roentgen therapy with a kilovoltage 
of 100 or more, and contact therapy on carcinoma of the skin. 
The way in which the skin erythema dose and the tolerance of the 
skin for irradiation is dependent on the quality of the rays wt 
gests that skin tolerance depends not so much on the dose Te 
ceived by the skin but on that acting on the vascular net of the 
skin. Comparison of the dosages recommended by various 
authors suggests that this vascular network rarely receives exces 
sively high doses. The authors say that when the diameter 
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tumor area is more than 2.5 cm., the greater the thickness of 
the tumor the harder should be the roentgen rays. In tumors 
with diameters less than 2.5 cm. and a thickness of less than 
0.5 cm. a dose of no more than 8,000 r is applied with a contact 
apparatus that gives a focus-skin distance of 1.8 cm., and no 
extra filter is used. In this case the cutaneous vascular net receives 
no more than 4,000 r. Special caution is required in tumors with 
acral localization. If tumors less than 2.5 cm. in diameter go 
deeper than 0.5 cm., a filter of 1 mm. of aluminum should be 
added and the focus-skin distance extended to 4 cm. The single 
dose should be at the most 5,000 r, and the vascular net re- 
ceives from 3,500 to 4,000 r. If fractionation is used, higher total 
doses may be possible. On the whole, squamous cell carcinomas 
required higher doses than basal cell carcinoma and basal cell 
carcinoma larger ones than hyperkeratoses. 


Philippine Medical Association Journal, Manila 
27:85-154 (Feb.) 1951 


Otolary nu Concepts Useful in General Practice. T. F. Garcia 
p a 
Streptomy cu Leprosy, Early Cutaneous Type. D. M. Gardufo and 
D. M. de Leon.—p. 93 
Fatal Poisoning from Carbon Dioxide: Report of Five Cases with Two 
Deaths. J. ft Anselmo, D. E. Pesigan, G. D. Dizon and others 
p. 102 
On Malhgna Newgrowths in the Philippines. E. Stransky and N. S. 
Felix 
Silicosis: ¢ Report and Brief Review of Literature. J. S. Santillan and 
r.Vv.G s—p 119 
Manillary S is Due to Infected Dentigerous Cyst: Report of Case 


V.G.\ ii A. S. Fernando.—p. 126. 


Praxis, Bern 
4:407-434 (May 17) 1951. Partial Index 


Intestinal | mation: Monograph. E. Juillard.—p. 408 

Influence E» i by More Recent Antibiotics on Indications for Surgical 
Intervent A. Chrisi.—p. 414. 

*Criteria of Indications for Surgical Intervention in Protapsed Lumbar 
Intervert Disc. A. Werner.—p. 420. 


Surgical Intervention for Prolapsed Intervertebral Dise.—1 he 
general indications for surgical intervention in prolapse of a lum- 
bar intervertebral disc are (1) persistence of the disease over a 
long period in spite of conservative therapy and (2) the presence 
of severe symptoms. Both of these indications are present in 
patients with recurrent lumbar sciatica during the phase of acute, 
severe pain associated with subjective and objective signs of nerve 
root compression. Here surgical removal of the protruded por- 
tion of the disc is indicated. In some cases this procedure or 
removal of the entire disc is justified when only one of the indi- 
cations is present, for instance, the severity of symptoms may 
necessitate emergency operation in patients with motor disturb- 
ance of a radicular character or early operation in those with 
compression of the cauda equina or with hyperalgesia of two to 
three weeks’ duration. On the other hand, the duration of the 
disease and socioeconomic considerations are the determining 
factors in patients with chronic sciatica associated with verte- 
bral changes or severe invalidism. Removal of the disc com- 
bined with sacroiliac fusion is indicated in the former condition 
and late removal of the disc in the latter. The author presents 
six illustrative case reports. 


Prensa Médica Argentina, Buenos Aires 


38:883-930 (April 13) 1951. Partial Index 


New Technique for Removal of Cerebral Hydatid Cyst: Preliminary 


a R. Arana Ifiiguez, R. Rodriguez Barrios and J. San Julian. 


Cerebral Hydatid Cyst.—Arana lfiguez and collaborators de- 
scribe the technique of an operation for the removal of a cerebral 
hydatid cyst by means of which the risk of a rupture of the 
cyst Is prevented. The diagnosis and localization of the cyst are 
made by means of cerebral angiography. With the patient under 
ether anesthesia: (1) a very ample osteoplastic flap is made for 
— of the cyst, (2) the contralateral ventricle is punctured 
ie va Puncture of the cyst, (3) the dura is opened and the cyst 
a through radial sectioning of the nerve tissue (4) the 

ad of the patient is placed lower than his feet, so that the 


force of gravity favors elimination of the cyst through the 
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cranial opening, and (5) 60 or 80 cc. of air is injected in the 
contralateral ventricle. The intact cyst is eliminated within five 
minutes after the beginning of the injection of air. The cerebral 
substance where the cyst was located is softly irrigated with 
isotonic sodium chloride solution. The authors give illustrations 
from the angiogram obtained during the operation on a child 
8 yr. old. The postoperative period was good, and the patient 
was discharged in excellent condition 14 days after the operation. 
The article is a preliminary report. 


Presse Médicale, Paris 
$9:701-740 (May 23) 1951. Partial Index 


Discovery of Virus of Benign Lymphoreticulosis Due to Inoculation: I 
Experimental Inoculation in Monkey; Staining. P. Mollaret, J. Reilly, 
R. Bastin and P. Tournier.—p. 701. 

*Retinopathy of Prematurely Born Infants (Retrolental Fibroplasia) 
Eikonographic Documents. M. Lelong, G. Renard, A. Rossier and 
others.—p. 705. 

*Risks of External Application of Penicillin. A. Tzanck, E. Sidi and 
J. Gautard.—p. 713. 


Retrolental Fibroplasia of Premature Infants.—The occurrence 
of retrolental fibroplasia is reported in 11 of 146 prematurely 
born infants of less than 1,800 gm. of body weight who were 
subjected to repeated ophthalmoscopic examinations from the 
first days of life up to the age of 6 months. Retrolental fibroplasia 
is a serious hazard of premature birth entailing blindness. Clini- 
cal examination as well as the results of lumbar puncture sup- 
plied no evidence for the congenital character of the disease. 
In fact, the disease is not established at birth: the fetal condition 
of the vitreous has disappeared before the appearance of the 
first detectable signs. The onset of the disease takes place be- 
tween the first two to five months of life. In the absence of any 
manifestations at the age of 6 months, one may hope that the 
premature infant has escaped this hazard of premature birth. 
The first signs may be visible only on one side, but bilateral 
lesions may develop rapidly. Three stages were observed on 
ophthalmoscopic examination: the initial one is a vasculohemor- 
rhagic phase with dilatation of retinal veins, lengthening and 
twisting of arteries, and angiomatous proliferation of capillaries. 
Punctate hemorrhages or hemorrhages in plaques may occur 
about the same time. The second phase is characterized by the 
detachment of retina, folding up against the crystalline lens. 
The third phase is that of the fibroconnective and retractile or- 
ganization of these lesions with the resulting formation of an 
Opaque mass behind the lens, microphthalmia, and blindness. 
The authors emphasize the importance of distinguishing between 
the prefibrous phase, which is reversible and perhaps amenable 
to treatment, and the fibrous phase, which is cicatricial and 
irreversible. The etiology of the disease is unknown. The authors 
believe that it may be considered the result of a disturbance of 
adaptation of the fetal eye to the conditions of extrauterine 
life imposed on the prematurely born infant. They caution 
against continuous oxygen therapy. 


Pisks of External Application of Penicillin.—In 32 (14.8) of 
215 patients with medicamentous dermatitis, the eczema was 
caused by the local application of penicillin. Seven cases are re- 
ported in detail. Eye lotions containing penicillin caused intoler- 
ance to the antibiotic in six instances, penicillin dusting powder 
in two instances, and penicillin creams in 19 instances. In three 
patients who had been treated with penicillin cream for sycosis 
of the beard, for ulcer of the leg, and for an insignificant skin 
lesion respectively, resulting sensitization prevented continuation 
of general penicillin treatment, which was indicated for a furuncle 
of the upper lip, pneumonia, and syphilis, respectively. The 
cutaneous sensitization may entail general sensitization, which 
contraindicates penicillin treatment by parenteral route in cases 
cf severe infection in which this treatment is imperative. Consid- 
ering these facts jointly with the risk of penicillin resistance, the 
abuse of local penicillin therapy must be condemned, because 
there are no cases of pyodermatitis, superinfected dermatosis, 
accidental skin lesions, conjunctivitis, or rhinopharyngeal or 
buccal lesions that could not be treated with other antiseptics 
without jeopardizing the recovery of the patient. The same mod- 
eration that has been advised concerning local sulfonamide ther- 
apy is urged with respect to the local administration of powerful 
antibiotics. 
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Revista Médica de Chile, Santiago 
79:5-120 (Feb.) 1951. Partial Index 


*Clinical Study on Results of Adrenocorticotropic Hormone (ACTH) and 
Cortisone. J. Zafartu, M. Losada and A. Atria.—p. 5. 


Effects of Corticotrophin and Cortisone.—7Zafartu and collabo- 
rators report results obtained in 30 hospitalized patients with 
different diseases who had intramuscular injections of cortico- 
trophin (ACTH) and cortisone. Corticotrophin was given to 13 
patients and cortisone to 17. The doses depended on (1) the 
disease to be treated and (2) the response of the corticotrophin 
test of adrenocortical reactivity. Most of the patients had, during 
the active stage of the disease, daily doses that varied between 
SO and 150 mg. of corticotrophin or between 100 and 300 mg. 
of cortisone. The daily amount was given in three or four 
divided doses, in only one course or in various courses with 
intervals of one month, up to total doses varying between 0.5 
and 5 gm. of either corticotrophin or cortisone. In the whole 
group of 30 patients the symptoms promptly regressed in 26, 
including patients with rheumatoid arthritis (or other articular 
diseases), lupus erythematosus (or other skin diseases), bronchial 
asthma, bronchiectasis, retinitis pigmentosa, chronic rheumatism, 
bacterial endocarditis, and systemic hypertension. The treatment 
failed in three patients with leukemia and in one patient with 
rectal carcinoma. The regression of symptoms was of short dura- 
tion after the treatment was stopped in 22 patients. It is perma- 
nent, up to the present (at periods that vary between one and 
five months after the treatment) in four cases, namely, in two 
cases of disseminated lupus erythematosus, one of rheumatoid 
arthritis, and one of subacute bacterial endocarditis. Untoward 
effects during or after treatment and mainly consisting of edema 
or anasarca, insomnia, and nervousness occurred in nine of 13 
patients who received corticotrophin and nine of 17 who re- 
ceived cortisone. The authors conclude that the aforementioned 
treatment is still in the experimental phase. None of the patients 
can be considered cured, although in rare cases prolonged remis- 
sions of the disease may occur. 


Schweizerische medizinische Wochenschrift, Basel 


$1:481-S04 (May 26) 1951. Partial Index 


Microelectrophoresis as Clinical Method. F. Schaub and A. Alder. 
—p. 483 

*Clinical Observations in Several Cases of Toxoplasmosis and Post- 
Mortem Observations in One Human Case and in Animals. L. Nei- 
ditsch.—p. 485. 


Clinical and Postmortem Observations in Toxoplasmosis.— The 
occurrence of toxoplasmosis in five patients admitted to the chil- 
dren's hospital in Basel from 1946 to 1950 is reported. Two of 
the patients were premature infants with congenital toxoplasmo- 
sis, and both died. One, aged 4 weeks, had no neurological symp- 
toms on clinical examination, but weakness in drinking was 
striking and associated with enterocolitis and vomiting. Necropsy 
revealed symmetrical calcifications and foci of demyelinization 
in the brain, but the diagnosis was established only two years 
later by a positive reaction of the infant’s mother to Sabin’s 
neutralization test. This case corresponded anatomicopathologi- 
cally to a “burnt-out” case. The other fatal case was that of an 
infant who lived only 24 hr. and had severe characteristic symp- 
toms of toxoplasmosis. Toxoplasma pseudocysts were observed 
in the eyes on necropsy. The third case was one of acquired 
toxoplasmosis in a boy aged 11 months. A diagnosis of acute 
meningitis was made, but, at the age of 4 yr., the child presented 


complete amaurosis and gave a positive reaction to the neutrali- , 
zation test. Otherwise, the physical and mental development of 


the child was normal. The fourth patient was an infant aged 2 
weeks who had the classic symptoms of toxoplasmosis and was 
given three courses of treatment with sulfonamide compounds. 
The child is now 1% yr. old, blind, deaf, and without mental 
contact with its environment. The dizenosis was established by 
positive reactions of mother and child to the neutralization test. 
The fifth and last patient had congenital toxoplasmosis with the 
characteristic symptoms of hydrocephalus, cerebral calcifica- 
tions, nystagmus, strabismus, and chorioretinitis. The child was 
given sulfonamide treatment. At the age of 20 months the patient 
was mentally retarded and the acute symptoms had not disap- 
peared completely. The'mother and child reacted positively to 
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the neutralization test and to the complement fixation ang 
cutaneous tests. During pregnancy the mother had taken care 
of rabbits that died from a convulsive disease. The mothers of 
three of the patients subsequently gave birth to healthy childrep, 
A post-mortem report is presented of an additional case of severe 
congenital toxoplasmosis in which the pathogenic agent was 
demonstrated in the brain. Two cases of mammalian toxoplas. 
mosis in a female field hare and her offspring are reported. Diag- 
nosis was established by demonstration of the parasites in the 
lungs, spleen, and liver. Intracutaneous toxoplasmin tests (simi- 
lar to the tuberculin tests) were performed on healthy childrep 
and adults. Only children up to the age of 2 yr. gave exclusively 
negative reactions to the test. One-third of the children up to 
the age of 14 and one-half of the adults gave positive reactions, 
An unspecific component of this reaction must be considered 
with advancing age, since such a large number of latent infec. 
tions is not likely. 


Semaine des Hopitaux de Paris 


27:1375-1412 (April 30) 1951. Partial Index 


*Chronic Hypercorticalism in Adults: General, Diagnostic and Therapeutic 
Considerations. Gilbert-Dreyfus and M. Zara.—p. 1375. 

Female Hirsutism and Pilary Virilism. Gilbert-Dreyfus, M. Zara and 
C. Alexandre.—p. 1398. 


Chronic Hypercorticalism in Adults.—The authors assert that 
Cushing’s disease is primarily a manifestation of hyperfunction 
of the adrenal cortex, but they admit that there is no general 
agreement on this concept. They state that this condition is not 
always a manifestation of hypophysial hyperfunction. It is more 
probably a total or a partial type of chronic hypercortical- 
ism, primary or secondary to hypersecretion of corticotrophin 
(ACTH). From the clinical, biologic, and microscopic point of 
view it is a disease of the adrenal glands. Total hypercortical- 
ism is the result of the association of three syndromes: (1) the 
syndrome of virilism due to the excess of androgenic hormone, 
(2) the metabolic syndrome with disturbance of the protein 
metabolism due to an excess of glucocorticoid hormones, and 
(3) the syndrome of hypertension, due apparently to the par- 
ticipation of the mineralocorticoid hormones. Clearcut forms of 
these syndromes as well as formes frustes may be observed. Par- 
tial hypercorticalism may develop presenting only one of the 
three syndromes, depending on selective hyperfunction of certain 
zones of the cortex. Ten illustrative cases of chronic hypercor- 
ticalism in eight female and two male patients between 14 and 
53 are reported. Biologic studies of the urinary steroids pro- 
vided additional proof for the authors’ concept of chronic hyper 
corticalism. Hypertrophy of the adrenals was revealed in one 
case roentgenographically by means of induced pneumoretro- 
peritoneum. In another case aortography made possible localiza- 
tion of an adrenal adenoma that had depressed the kidney and 
pushed it from the oblique to the vertical position. Proof of the 
authors’ concept of chronic hypercorticalism was provided by 
results of cortisone and corticotrophin therapy. The latter pro 
duced total hypercorticalism at the fascicular as well as at the 
reticular level, while cortisone by substitution produced only the 
metabolic syndrome. The authors admit that there are hypo 
physial conditions that may cause hypercorticalism and adrenal 
conditions that may determine hypophysial changes. A paral- 
lelism is suggested between the hypophysioadrenal and hypo 
physiothyroid interrelationship; Cushing's disease as well as 
diffuse goiter represent “couple diseases.” 


27:1641-1674 (May 22) 1951 
*Tumors of the Stomach Associated with Pernicious Anemia. C. Debray, 
Robert-Benon and J. Debray.—p. 1641. 
Ventricular and Vascular Pressure Curves in Man. J. R. Sicot, F. Joly 
and J. Carlotti.—p. 1653. 


Gastric Tumors Associated with Pernicious Anemia.—Eight P* 
tients, between the ages of 48 and 74, four men and four wome® 
with pernicious anemia are reported on. In five of the patients 
the disease was associated with polyps of the stomach, and um 
two it was associated with cancer of the stomach, which wes 
diagnosed 15 months and three years, respectively, after the diag: 
nosis of pernicious anemia.had been made. The eighth patient 
with pernicious anemia and Lichtheim’s syndrome, was sub 
systematically to gastroscopic examinations for several years. 
the first examination atrophic gastritis was observed. Two yea® 
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later a small polyp was seen on the greater curvature. Eight 
months later the polyp had grown from 3 by 3 mm. to 2 by | cm. 
Roentgenologic and gastroscopic examinations were then done 
twice a year for three years. Five years after the diagnosis of 
anemia was made and three years after the polyp was first ob- 
served, gastroscopy revealed that the polyp had increased sig- 
nificantly in size, the surface had become irregular, and there 
was bleeding from the lesion suggesting cancerous degeneration. 
An operation was advised, but the patient postponed the inter- 
vention. One year later gastroscopy revealed involvement of the 
entire posterior aspect of the median portion of the stomach; 
the patient died within a few months. Necropsy could not be 
performed. The authors’ observations as well as those of other 
workers cited in the literature confirm the fact that both gastric 
polyps and cancer occur more frequently in the stomachs of 
patients with pernicious anemia than in other patients. Two 
theories of the pathogenesis of these tumors have been advanced; 
according to one, the anemia is the primary disease and causes 
the gastric tumors, according to the other, the anemia and the 
tumor have a common origin. The authors’ eighth case leaves 
no doubt that a degenerative process can develop in benign 
tumors. Patients with pernicious anemia should be subjected to 
roentgenologic and gastroscopic examinations at least once a 
year. The gastroscopic examination may be of greater impor- 
tance, because polyps are more readily visualized by endoscopy 
than by roentgen rays. If a polyp has been shown to be present, 


control examinations should be done every six months. Surgical 
intervention is not advisable so long as the polyp does not show 
any change and it remains small, but should be done when the 
size of the polyp has increased and when there is bleeding or a 


According to the clinical, roentgenologic, and 
servations and also according to the findings in 
the course of the intervention, either the latter should be lim- 
ited to the removal of the tumor or subtotal gastrectomy should 
be performe. In a patient with pernicious anemia whose con- 
dition has been stabilized by proper treatment and followed up 
regularly, radical intervention does not seem to entail much 
immediate or future risk. 
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Settimana \ledica, Florence 
39:63-94 (Feb. 15) 1951. Partial Index 


*Streptomycin in Tuberculous Meningitis: Results in Three Years. G. 
Invernizzi and G. Musitelli—p. 63. 


Streptomycin in Tuberculous Meningitis.—During the last three 
years the authors have administered streptomycin to 55 patients 
with tuberculous meningitis. The drug was given subcutaneously 
and intraspinally, in doses varying with age, the response of the 
patient, and the stage of the disease when treatment began. 
As a rule, the dosage for adults was as follows: (1) subcutane- 
ously: a daily dose of 2 gm. for 10 days and 1 gm. for three 
months; then alternating 10-day courses of streptomycin and 
paraaminosalicylic acid in daily doses of 1 gm. and 10 gm., 
respectively, from the fourth month up to the ninth month, 
followed by 20-day courses of streptomycin alternating with 
10-day courses of paraaminosalicylic acid in daily doses of 0.5 
gm. and 10 gm., respectively, for the last three months. The 
daily dose was given in two doses at intervals of 12 hr. (2) Intra- 
spinally, a dose of 0.1 gm. was given daily for one month, every 
other day for three months, twice a week for three months, once 
a week for three months, and once a month for two months. 
Doses for infants and children were proportioned to those given 
adults. Ten patients who are still under treatment are improving; 
16 patients were cured without sequelae and were able to return 
to work, and 29 patients died. The authors conclude that an early 
diagnosis and early treatment with streptomycin by both the sub- 
Cutaneous and intraspinal routes are important. The drug, in the 
aforementioned doses, is well tolerated long enough for cure of 
tuberculous meningitis to be effected. 


39:125-146 (March 15) 1951. Partial Index 


ae and Immunologic Aspects of Course of Typhoid After Chlor- 
mphenicol Treatment. D. Furbetta and A. Bufalari.—p. 38. 


Complications of Chloramphenicol Treatment.—Chlorampheni- 
gig to 160 patients with typhoid. Results were satis- 
a 7 in 154 cases (96.25%). The clinical course and termina- 
“on of the disease after the use of chloramphenicol was atypical 
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in six patients, three of whom died. There was acute repeated 
intestinal hemorrhage on the second and fourth day after the 
treatment in one case and recurrence of typhoid two and three 
months after cure in two cases. Typhoid appendicitis with rup- 
ture of the appendix occurred three weeks after recovery in one 
of these patients. The three deaths occurred from cardiovascu- 
lar collapse in two patients with late typhoid parotitis and in 
one with late acute toxic typhoid symptoms. The author believes 
that chloramphenicol diminishes immunity in the course of 
typhoid and permits massive liberation of toxins from tissues. 
These are carried by the blood stream to the parotid glands 
and other structures, causing the severe and often fatal complica- 
tions of typhoid after cure. 


Ugeskriit for Laeger, Copenhagen 
113:375-406 (March 29) 1951 


Psychological and Social Problems of Old Age. E. Kigrboe and N. 
Vinther-Paulsen.—p. 375. 

*Senile Anorexia. N. Vinther-Paulsen.—p. 377. 

*Humeroscapular Periarthritis: Vegetative Function Tests. E. Bergholt 
Hansen.—p. 381. 


Senile Anorexia.—Vinther-Paulsen says that symptoms of nutri- 
tional deficiency (glossitis and cheilitis) are frequently seen in 
weak old persons who live alone. Analysis of the food consump- 
tion of patients with these symptoms reveals definite deficiency 
as compared with the food intake of normal, active old persons. 
Clinical and laboratory examinations show that the reduction 
in food consumption does not depend on cancer, chronic infec- 
tion, or intoxications. Study of the case histories suggests that 
senile debility may be due to a primary disturbance in appetite 
regulation and various medical, psychic, and sociologic factors 
peculiar to old age, all of which tend to reduce the quantity or 
quality of the food consumed. The prognosis is in most cases 
unfavorable. The author considers senile anorexia a well defined 
geriatric disorder. 


Humeroscapular Periarthritis: Autonomic Function Tests.—In 
five out of 27 patients having humeroscapular periarthritis with- 
out trophic disturbances in the fingers, temperature measure- 
ments showed abnormal autonomic impulses in the fingers on 
the affected side, which, Hansen believes, indicates that there 
had been an abortive hand-shoulder syndrome. He believes these 
results support the theory that humeroscapular periarthritis can 
originate on the basis of disturbances in the autonomic nervous 
system. 


Zentralblatt fir Chirurgie, Leipzig 
76:577-640 (No. 9) 1951. Partial Index 


*Localization of Papillomas of Lactiferous Ducts. H. Kastrup.—p. 577. 

Retropubic Prostatectomy According to van Stockum (Millin). R. 
Merget.—p. 586. 

Relations Between Gynecomastia, Testicular Disturbances and Urinary 
Excretion of Sex Hormones. N. Kaufhold.—p. 592. 

Sulfathiodiazole in Treatment of Bone Tuberculosis. H. Wiesner.—p. 596. 

Fractures of Radius with Rupture of Tendon of Extensor Pollicis Longus. 
J. Dohr.—p. 602. 


Localization of Papillomas of Lactiferous Ducts.—Sanguineous 
discharge from the nipple is highly disturbing to patients. The 
most frequent cause of this symptom is a papilloma of the lac- 
tiferous ducts, but the diagnosis of these papillomas is difficult, 
because palpation may not reveal them. Hicken and associates in 
1938 suggested that a contrast medium be injected into the 
dilated lactiferous ducts and that roentgenologic examination 
would then reveal the location of the papillomas. However, the 
contrast medium used at first proved harmful, and the method 
did not find extensive application. Later, when Hicken used 
methiodal (skiodan®) sodium results were satisfactory. Kastrup 
uses iodopyracet injection (diodrast®) and has observed no irri- 
tating effects. He describes the technique of mammography for 
the localization of papilloma of the lactiferous ducts in a case 
history. In this patient the method disclosed four small papil- 
lomas of the lactiferous ducts that had escaped palpatory exami- 
nation. They were removed by operation, and macroscopic and 
histological examination of the surgical specimen proved that the 
mammographic localization had been correct. 
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Medicine of the Year: Third Issue, 1951. Editorial Direction: John B. 
Youmans, M.D., Dean, School of Medicine, Vanderbilt University, Nash- 
ville. Tenn Internal Medicine, Hugh J. Morgan, M.D., Professor of 
Medicine, Vanderbilt University; Psychiatry, Franklin G. Ebaugh, M.D., 
Professor of Psychiatry, University of Colorado, Boulder; Obstetrics and 
Gynecology, Frank Whitacre, M.D., Professor of Obstetrics and Gyne- 
cology, University of Tennessee, Knoxville; Pediatrics, Mitchell 1. Rubin, 
M.D... Professor of Pediatrics, University of Buffalo, Buffalo, N. Y.; Gen- 
eral Surgery, Warren H. Cole, M.D., Professor of Surgery, University of 
Iilinois, Chicago. Cloth. $§. Pp. 298. J. B. Lippincott Company, 227-231 S. 
6th St.. Philadelphia 5; Aldine House, 10-13 Bedford St., London, W.C.2; 
2083 Guy St... Montreal, 1951 


Each year this compact volume provides under one cover a 
bird's-eye view of the developments in nearly every branch of 
medicine and surgery during the preceding 12 months. For the 
busy practitioner lost in the welter of current medical literature, 
this is an invaluable service. Qrientation is provided by compe- 
tent specialists in each field covered (internal medicine, cardio- 
vascular diseases, respiratory diseases, allergy, endocrinology 
and metabolism, dermatology, neurology, psychiatry, obstetrics 
and gynecology. pediatrics, general surgery, orthopedics, oto- 
laryngology, ophthalmology, anesthesiology, urology, and neuro- 
surgery). These authorities select the high lights from the year’s 
literature and from their own experience and evaluate them 
concisely. Important articles and new books are listed for refer- 
ence, and comprehensive subject and author indexes are pro- 
vided. A telegraphic resume in bold face type at the beginning 
of each section makes it possible to obtain a rapid-fire summary 
of the entire book. The material covered inciudes new discov- 
eries, new methods of diagnosis and therapy, re-evaluations of 
old methods, prognostic aids, and new concepts and theories. 
Major emphasis is placed on developments that are of value to 
the practitioner in the diagnosis and treatment of disease and in 
the care of his patients. The book is recommended as a valuable 
time-saver for those whose aim is to retain a broad perspective 


in medicine. 


Allergy: Facts and Fancies. By Samuc!l M. Feinberg, M.D.. Associate 
Professor of Medicine, Northwestern University Medical School, Chicago. 
Cloth, $2.50. Pp. 173. Harper & Brothers, 49 E. 33rd St., New York 16, 


19S] 


In his introduction the author justifies his addition of another 
book to the many that have been written on allergic diseases. 
Ihe book has been divided into chapters in which typical clini- 
cal examples of several types of allergic disorders are depicted. 
The discussions of these examples enable the author to relate 
in an interesting manner the development of the present concepts 
of allergic diseases. They also bring out clearly the ease of diag- 
nosis if one is trained to interpret the information that is avail- 
able. In the final chapters, entitled “Resisting the Invader” and 
“Secondary Maneuvers,” there is a critical discussion of the old 
and new remedies and the special methods of treatment that 
have been developed in recent years. The remedies and methods 
of employment are adequately discussed, and the warning note 
is given that all of them, including the antihistamines and hor- 
monal remedies, have their limitations, even when used by the 
specialists, and that, as yet, none is a panacea. The statement 
that “education of the patient or his family in the principles of 
allergy is requisite for a successful outcome” is pertinent, and 
the author emphasizes that failure to recognize this important 
phase of treatment will result in disappointments to the patient 
and his physician. The last chapter, which deals with the out- 
look for the allergic patient, should give reassurance to these 
patients that the disorders that cause their illness are being sub- 
jected to further study by scientists in clinics the world over. 
This book may be read profitably by allergic patients and should 
be read by all physicians who have not had special training in 
allergy but who are attempting to treat such patients. 


The reviews here published have been prepared by competent authorities 
and do not represent the opinions of any official bodies unless specifically 


Stated. 


BOOK REVIEWS 


J.A.M.A., Aug. 11, 195} 


A Medical History of Persia and the Eastern Caliphate from the Earli. 
est Times Until the Year A. D. 1932. By Cyril Elgood, M.A. M.D. FR 
C.P. Cloth. $10. Pp. 617, with 6 illustrations. Cambridge University Press, 
Bentley House, 200 Euston Rd., London, N.W.1; American Branch, 5] 
Madison Ave., New York 10, 1951. ; 


The author has been a student of Persian medicine for many 
years, his volume of the Clio Medica series on this subject hay. 
ing been published in 1934. Also for several years, he had the 
advantage of serving as physician to the British legation a 
Teheran. He appears to have become so steeped in his subject 
that he did not sufficiently appreciate the need for making clear 
to his readers just what a Persian was—an even more complex 
product than Defoe’s true-born Englishman. Politically, Persig 
has varied through some 40 centuries from a small emergent 
state to a huge empire embracing most of Asia, as it was then 
known, and back with many pulsations in size to its present 
confines. Linguistically, the original sources of its history have 
been recorded in many languages. Some, such as Zend and 
Pahlavi, are known to but few scholars—not including the 
author—and practically all of this source material has never been 
translated. Over centuries, Arabian medicine was intermingled 
with Persian, so that no small part of the Arabian contribution 
was made by natives of Persia, some writing in Persian and some 
in Arabic. It was only after the. fall of Baghdad to the Mongols in 
the 13th century that “the language of the sources of information 
became almost entirely Persian.” Confusion on this matter is 
worse confounded by Dr. Elgood’s rather casual remark in the 
preface to the effect that he used the terms Arab and Persian 
medicine indiscriminately. 

The author makes the ambitious attempt “to give a continu- 
ous history of the art and practice of medicine in Persia and the 
bordering countries from the earliest times to the present day” 
—the first “complete History of Medicine in Iran.” Such an aim 
is, of course, subject to the many interpretations of the word 
“complete” that arise when applied to literary effort. The author 
himself in his preface indicates some of the aspects in which his 
history is not complete. 

Lest too much importance may seem to be given to the use 
of a dubious word, one should hasten to add that the present 
work is comprehensive and detailed, much more so than his 
earlier volume on the same subject in the Clio Medica series. 
This is not surprising, as it contains at least eight times as many 
words. Also, it covers a larger segment of Persian history, 
especially in the modern period, during several years of which 
he speaks from first-hand observation. Whereas his Clio booklet 
covers the last 180 years of Persian medicine in six pages, the 
work under review gives it 146 pages, practically a quarter of 
the whole work. This part is the best documented and the least 
interesting of the whole book. The pre-Islamic period (57 pages) 
and the four centuries after the Mongol invasion which have 
been neglected by modern Arabists, according to the author, 
here occupy a good half of the book's content. 

For the student of medical history, the greater detail and 
documentation of Persia’s complex history make the presesl 
volume the more valuable of the two; for those readers who watt 
a bird’s-eye view but also an accurate story of an important cot 
tributor to medical history, the Clio booklet has advantages 

The history of Persian medicine is even more complicated, 
to Westerners at least, than that of most countries. Not only 
does it cover a longer period, with a number of political, eves 
racial, vicissitudes, but the difficulties with early languages pr 
tically preclude resort to many original sources. Thus even 
Elgood has been forced not infrequently to rely on secondary 
sources. All these shortcomings—some of which might have beet 
avoided—tend to make it more difficult to follow the thre 
the narrative. For this reason, perhaps the smaller and less com: 
plete Clio Medica volume will better serve the needs 0 most 
readers. 
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The External Secretion of the Pancreas. By J. Earl Thomas, M.D., the standpoint of the internist and the help he may obtain by 
Professor of Physiology, Jefferson Medical College of Philadelphia, Phila- the roentgen examination. 
delphia. Publication The section on the chest is recommended because of the fine 
ne eget and Biophysics, Cornell University Medical Col- reproductions on photographic inserts with remarkable detail 
eon, Hew York. Cloth. $3.50. Pp. 149, with 22 illustrations. Charles C and generous descriptions. The second volume has no photo- 
Thomas, Publisher, 301-327 E. graphic inserts Mut the lithographs are of the usual high caliber 
B 1950. of German publication. With the waning of interest in the Ger- 
man language in this country, one doubts extensive distribution 
FR. One realizes the extent of specialization in this day and age of even such commendable exposition of radiologic diagnosis as 
+" on finding that monographs can now be written about one these volumes present. The legends for the fine reproductions are 
as function of a gland. The pancreas has been the subject of much understandable without a knowledge of the German language. 
study yielding a voluminous literature on the endocrine func- 
Nany tion. The exocrine function has in recent a a the subject Textbook of Physiology and Biochemistry. By George H. Bell, B.Sc., 
hay- of renewed interest. This work is a presentation of the various M.D., F.R.F.P.S.G., Professor of Physiology in University of St. Andrews 
| the investigations of the external secretion of the pancreas. The his- at University College, Dundee, J. Norman Davidson, M.D., D.Sc., F.R.F. 
-al background is clearly presented, and many of the classi- P.S.G., Gardiner Professor of Physiological Chemistry in University of 
aa torical Dacks torent included. The book is divided Glasgow, Glasgow, and Harold Scarborough, M.B., Ph.D., F.R.C.P.E., 
Dject cal experiments in physiology are inc . Professor of Medicine in Welsh National School of Medicine of Univer- 
clear into eight chapters, each of which can be consulted separately. sity of Wales and Director of Medical Unit in Royal Infirmary, Cardiff. 
plex Included are chapters on morphology, experimental methods, by Baber Garry, PREPSS.. Regius 
ein alia, ai os external secretion, stimuli for rofessor of Physiology in University of Glasgow. Cloth. $9. Pp. 918, with 
ersia pancreatic juice, functions of the illustrations. Williams & Wilkins Company, Mount Royal and Guilford 
gent the pancreas, secretin Tae ae t . unctiona inner- Aves, Baltimore 2, 1950. 
vation of the pancreas, and the mechanism 0 pancreatic secre- : =e 
oe tion. A representative bibliography accompanies each chapter. In his foreword to this introductory textbook for students of 
“a The book has ample illustrations, tables, and reproductions. of medical sciences, which treats as one the subjects of physiology - - 
have kymograph records. The author and subject indexes make it and biochemistry, and which indicates clinical implications of 
readily available as a reference work. The author has included observes, 
some unpublished work from his own laboratory and has pre- ination could have been found [to write it} than that of a 
been physiologist, a biochemist and a clinician. 
sented both sides of controversial issues. Students, clinicians, and ; . ; 
igled All the material one expects is here and is treated, wherever 
research workers will find much valuable information on pan- 
stion roe Re sollected in thie readily accesteble textbook possible, from the standpoint of human physiology and bio- 
ome P ... » 4. Chemistry. Differences between British and American teaching 


vis in ia practices are most apparent in the inclusion of anatomical draw- 
Tratado de patologia y clinica médicas. Dirigido por el profesor Agus- ings and photomicrographs of tissue sections. These should make 


er is the work of great value to students of chemistry and veterinary 
1 the et al. Cloth. Pp. 1131, with 504 illustrations. Salvat Editores, $. A., 41-49 medicine. Differences between British and American terminology 
rsian Calle de Mallorca, Barcelona, Spain; Calle Lavalle No. 371, Buenos are less apparent here than in the average British scientific peri- 
Alma, 1958 odical, because the authors adopted current anatomical ter- 
ii In the introduction to this first volume of six to appear, the minology and the spelling and usage advised by physiological 
i the editor states that its purpose is to introduce students to the field and biochemical societies. As is to be expected, the short bibliog- 
day” of pathology and clinical medicine and to serve later as a guide raphies at the end of individual chapters chiefly cite British 
alin for their medical practice. It was therefore intended to occupy —— The style of writing, illustrations, index, and printing 
one a position between short manuals and the great medical encyclo- are excellent. 
pedias. This purpose has been attained, even though occasionally 
- too many unproved or even discarded theories are mentioned Atlas of Human Anatomy for the Artist. By Stephen Rogers Peck, 
h his to make its reading profitable for the medical student. How Lecturer on Art Anatomy, Parsons School of Design,» New York.‘ Cloth. 
useful it will be for the postgraduate and scientific worker will 
E Use depend largely on the bibliographic index, which is to appear at: _ RE 
esent the end of the last volume of this work. The abundant material In this manual, written to help art students accurately see 
a his is assembled in eight chapters, each of which deals with one and draw the human body, Mr. Peck has presented the anatomy 
eries. of the anatomical entities of the digestive system. It is logically of bone, muscle, and surface tissues with remarkable clarity 
nany presented in easily readable Spanish, and with good illustrations, and accuracy. Thoroughly trained in the dissecting room and at 
tory. principally of the roentgenological part, where the x-ray repro- the operating table, he has prepared superb anatomic drawings 
vhich ductions are accompanied by schematic drawings. The volume that would do credit to any medical atlas. These are accom- 
oklet probably does not contain data which would ‘make it worth panied by diagrammatic sketches that explain, simplify, and 
- the while for the English-speaking student or physician to translate augment the more detailed drawings and show the student how 
er of it, but it is an excellent textbook for those able to read Spanish to convert anatomic fact into design. Integrated with the illus- 
fluently. trations are concise descriptions of the parts under considera- 
ae i tion in which technical nomenclature is explained in simple 
language. Extensive tables of muscle origin and insertion are 
Zweiter Teil. Von Prof. Dr. Herbert Assmann. Sixth edition. Paper. $6 included. Special features of the book are chapters on body pro- 
thor, marks; 72 marks. Pp. 419; 421-1023; with 1360 illustrations. Springer- portion, facial expression, types of human physique, and varia- 
Verlag, Reichpietschufer 20, Berlin W 35, 1949; 1950. tions in anatomy with age, sex, and race. Numerous photographs 
and The first volume of this work covers the heart, pericardium of living models are presented to illustrate surface landmarks, 
esent and blood vessels, mediastinum, air passages, lungs, pleura, aa proportion, and variations of contour in equilibrium and in 


wanl diaphragm. The second volume covers the gastrointestinal tract, motion. The book is beautifully printed and bound. 


- con- other abdominal! organs, urinary system, nervous system, bones 

ages. and joints, muscles, tendons and subcutaneous tissues and in- Man Isa Microcosm. By J. A. V. Butler. Cloth. $3. Pp. 162, with 14 
-ated, cludes an extensive index. The contrast, sharpness and clarity illustrations. The Macmillan Company, 60 Fifth Ave., New York 11, 1951. 
only of the roentgen lithographs, and more especially the 10 pages This book reviews the general subject of life and the structure 
even of photographic reproductions with six cuts each, 3 in. by 4 in., of living things in the light of the staggering wealth of informa- 
prac: a worthy of praise. No radiological author in the United States tion offered by modern science. The author has an admirable 
» Dr. as been able to afford this type of illustration, although some grasp of his material, and he discusses it with most commend- 
nary rope Pathology books have secured ample subsidies. The able accuracy and concreteness. He sometimes finds it necessary 
bees tan a of this work was published in 1921. This new edi- to refer to things that cannot be explained in the limited compass 
ad of ee as been rewritten, and there are more than 400 new illus- of this volume, but this should not diminish the inspiration 
com- cathe In fact, Assmann relates that almost all of the text is which such works often bring to youthful readers, and the phy- 
mos Cause of losses of original cuts and other material in sician may welcome these refreshing allusions to subjects to 


War bombings. The author states that the book is planned from 


which he was introduced in his study of the basic sciences. 


J.A.M.A., Aug. IL, 195] 


QUERIES AND MINOR NOTES 


EFFECT OF PHOTOFLASH ON VISION 

fo tHe Eptror:—A woman, 37, inspects photoflash bulbs for 
defects and also contact integrity. This requires her being 
about nine to 12 in. from the bulb, and on occasion these 
“flash out,” the intensity of this light being received in full 
force by the inspector. During a night shift she is exposed 
to about three of these. Will this eventually be detrimental 

Avery D. Powell, M.D., Tiffin, Ohio. 


to the vision? 


ANSWER.—Radiant energy from a flash bulb may be divided 
into three groups: (1) the short (ultraviolet) rays, which are 
arrested by the media of the eye and do not reach the retina, 
(2) the visible rays, which are focused on the retina, where they 
break down the visual purple and other chemicals to produce 
the visual sensations of light and color, (3) the visible rays plus 
the longer infrared rays, which produce heat in the retina. 

When any one of these is present in excess, there are char- 
acteristic results. An excess of ultraviolet produces, if acute, 
superficial damage of a characteristic type; if chronic, it pro- 
duces cataract. The visible rays in excess so exhaust the supply 
of visual chemicals as to cause a scotoma lasting until the supply 
can be replenished. Visible rays plus infrared rays produce 
excess heat that may result in necrosis with permanent scotoma 
(eclipse blindness). It has not been shown by any reliable re- 
search that an excess of visible rays, can, if repeated often 
enough, damage the cells that provide the visual chemicals and so 
produce retinal damage. It seems plausible to assume that in time 
such overstimulation of the retina would result in destructive 
anatomic changes. At present it is an unproved assumption. It 
would provide an opportunity of extraordinary value if the his- 
tory of a number of employees engaged in this work were fol- 
lowed and reported. It is certain that neither the ultraviolet 
elements of the flash bulbs nor the heat effects would cause 
retinal damage. The heat exposure is too brief to raise the tem- 
perature to the point of necrosis, and moderate warming up of 
tissue stimulates normal metabolism very effectively and bene- 
ficially. 


BUZZING IN THE EAR 

fo tHe Eprror:—A 26 vear old mail carrier suffers from buz- 
zing in his left ear, which started apparently without reason 
one vear ago. It is present with varying intensity at different 
times of the day and at times may be hardly noticeable. With 
the stethescope bell placed immediately anterior to the trigus, 
1 am able to hear a definite “swishine” sound which is about 
the same speed of his pulse. The sound disappears with 
pressure on his left carotid artery. ls there any known treat- 
ment that might help? The results of the remainder of his 
physical examination are normal except for a minor mitral 


valve lesion. M_ J. Schirber, M.D., Grand Rapids, Minn. 


ANSWER.—Audible bruit over the ear associated with a pul- 
sating tinnitus may be due to an arteriovenous aneurysm or to 
congenital arterial aneurysm of the circle of Willis. In most 
cases, however, there is no aneurysm and the bruit appears to 
be due to a slight alteration in the circulation, so that there is 
an audible sound from the pulse of the carotid artery, which 
passes within a few millimeters of the cochlea. Unless an aneu- 
rysm can be demonstrated by the use of an intravenous con- 
trast medium, or unless there is a hypertension or other 
circulatory disorder, there is no specific therapy for the bruit, 
and the patient may live for years without any increased trouble. 
In the case described, the cardiac lesion might be a factor in 
increasing the normal pulsations of the carotid artery. 


The answers here published have been prepared by competent authorities. 
They do not, however, represent the opinions of any official bodies unless 
specifically stated in the reply. Anonymous communications and queries on 
postal cards cannot be answered. Every letter must contain the writer's 
name and address, but these will be omitted on request. 


MANIC DEPRESSIVE PSYCHOSIS 


To tHE Epiror:—A woman, 37, has been committed three 
times to institutions. The diagnosis has been that of maniq 
with pronounced narcissism. No shock therapy has been given 
or, according to the psychiatrists, ever been indicated. Dur. 
ing her periods of normalcy, which last between six and seven 
months a year, this patient is a model wife and mother. Prior 
to the actual attack of mania, insomnia, ravenous eating, 
irritability, and a gradual increase in talkativeness are present. 
This condition continues for about two weeks, then the patient 
continuously smokes and drinks coffee during the entire night, 
and plays the piano constantly. Then about two weeks after on- 
set of the attack she upbraids her hushand, talks of divorce and 
consults several lawyers on the subject. The hushand is then 
forced to leave home, and gradually, over a period of four 
months, the condition is alleviated. What can be done to pre. 
vent this condition, which has persisted for many years, and 
what treatment is advised? 

J. M. Kahan, M.D., Cleveland, Ohio. 


ANSWER.—This is a case of recurrent attacks of manic de- 
pressive psychosis, manic phase. The narcissism is only a 
symptom of the psychotic episode. The course described, the 
evolution of symptoms, the increased activity, and the loss of 
judgment and control are part*of the manic episode. Nothing 
in the field of psychiatry is known to prevent recurrences. There 
are ways of handling the attack, and occasionally the attack may 
even be aborted. The management is a matter of choice of the 
family. Once they have developed experience in the attack proper 
they may recognize the early symptoms and institutionalize the 
patient promptly in a sanitarium or in a hospital properly 
equipped to handle such problems, so that the patient is subjected 
to minimal stimuli. The attack is much more likely to burn out in 
a quiet atmosphere than it is in the highly stimulating every day 
atmosphere. Then, too, the family will be spared the annoyances, 
the embarrassments, and, worst of all, the grief attendant on the 
apparent misbehavior of a person whom they love. Some physi- 
cians like to give electroshock treatment to terminate this state 
or at least to abort it. Occasionally, this may be successful, al- 
though electroshock is not nearly so useful in the manic phase 
as it is in the depressive phase of manic-depressive psychosis. 
It is essential that the patient be watched very carefully during 
these episodes, because such persons not only are capable of 
getting into trouble but are capable of doing harm to others and 
harming themselves even to the point of suicide. Many of 
these patients in a normal period are quite amenable to psy- 
chotherapy, and it is entirely possible that such a patient may 
develop sufficient insight into her problem as a_ result of psycho- 
therapy so that, once the symptoms of acceleration of mood 
and thinking begin, she will permit hospital or institutional 
care before the full-grown symptoms have evolved. Once the 
latter has taken place, the patient is very difficult to manage 
because he is certain that everything that he does is correct, 
and legal steps frequently have to be taken in order to bring 
about control. In the event that the attacks come so close 0 
gether and the patient becomes completely unmanageable dur- 
ing such periods, it might be well to commit her during an at 
tack to the care and custody of one or another member of the 
family, preferably the husband, and let this commitment stand. 
Should the patient have a remission and then at some subsequent 
time a flare-up of symptoms occurs, definitive care can be inst- 
tuted immediately over the patient's objections, because her 
status would permit the family to act accordingly. Much unpleas- 
antness can thus be avoided. 


TELEVISION 
To THE Epitor:—Is there any danger of radiation absorption 
from viewing television programs? 
G. E. Tweedie, M.D., Sandusky, Mich. 
ANSWER.—No. 
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HABITUAL ABORTION . 

To THE Eprror:—What is the medical treatment of habitual 
abortion in a woman whose obstetric history follows: 1. Preg- 
nancy was uneventful until spontaneous onset of premature 
lubor, Jan. 6, 1946, at about six months, following a long trip. 
The child died about four hours post partum, and autopsy 
showed no abnormality other than prematurity. 2. Pregnancy 
started in March 1946, Abortion threatened in late April 
1946 with bleeding and cramps. The patient was treated with 
hed rest for one month, Spontaneous onset of premature labor 

seven months, on Nov. 1, 1946, again following a 

t child of 3 lb. 15 oz. (1,786 Gm.) was delivered, 


occurred at 


long trip 
urvived after two days of respiratory difficulty. 3. On Jan. 


yr !_ the basal temperature chart indicated pregnancy, which 
cal contrmed by administration of cyclogesterin® (Upjohn) 
without onset of menstruation. However, spotting occurred on 
three ditierent days during the expected period. One ampul of 


cvclovesterin® was given every second day she has had no 
nee the end date of the expected period. Please com- 
use of the following medicines: 1. Estrogen and 
progesterone (dosage) and 2. Cyclogesterin®. 3. ls separate ad- 
ministration of estrogen and progesterone sufficient? 4. The 
eves thyroid is the cause of her occasional violent 


ment on the 


ae hich has been associated with the spotting men- 
tioned. 5. Vitamins, including vitamin E, Also discuss limita- 
tion of travel, exercise and intercourse. The patient is 32 years 
old. in eood health and has never had any serious illness. 


John Ralyea, M.D., Paw Paw, Mich. 


Answer.—In the first place, there should be no long trips 


during pregnancy. Likewise, there should be as little traveling in 
automobiles, buses and streetcars as possible. If possible, inter- 
course should be completely avoided. It is advisable for the 
patient to remain at home around the time when the menses 
would have occurred each month. At least one basal metabolism 
test should be made; if the rate is less than — 5, thyroid extract 
should be administered. Vitamins, including vitamin E, have 
practic ily no value 

At present there is considerable skepticism concerning the 
value of estrogens and progesterone in the treatment of habitual 
abortion. Some obstetricians prescribe large amounts of estro- 
gens alone. some prescribe progesterone alone, and still others 
administer « combination of both hormones. However, there are 


Series of Cases Which prove that the results are just as good when 
no hormone therapy is prescribed. 

If there is a laboratory where pregnandiol determinations can 
be done, and if a deficiency is found, progesterone should be 
given. However, to be effective, at least 75 to 100 mg. of proges- 
terone must be given every day. If the amount of pregnandiol in 
the urine is normal, there is no need to give progesterone. 


MELANOMA ON WRIST 


To tHe Fprror:—A young veteran two years ago had a pig- 
mented lesion on the dorsum of the left wrist. This was widely 
excised, and biopsy revealed a malignant, pigmented mela- 
noma. There was no sign of lymphatic spread at the time of 
excision. At his six month examination, he revealed a palpa- 
ble node in the left axilla. Removal showed melanotic infil- 
tration in this node. In the course of two three-month 
examinations, the patient's condition has remained unchanged. 
Chest x-rays remain normal. Can you suggest further treat- 
ment’ 1 would like you to comment on the treatment of 
malignant melanomas with radioactive isotopes. 


Ellis A. Perlswig, M.D., Philadelphia. 


ANSWER.—Such growth is fairly unusual for melanoma. One 
would have suspected that other axillary lymph nodes would 
have demonstrated growing evidence of metastasis. The patient 
should undergo radical axillary dissection, with careful removal 
of all areolar tissue as well as lymphatics in the axillary con- 
i ~ —— be done as soon as possible, despite the fact that 
ote as been no further manifestations of disease in this ana- 

ic site. As long as the disease remains in the accessible lymph 


sera it should be vigorously attacked by radical surgical dis- 
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EFFECTS OF INHALING “MINERAL SPIRITS” 


To tHe Epiror:—A 35 year old man for the past four years has 
used “Kyso mineral spirits” as a spray under 80 pounds of 
air pre°s:ire to clean textile machinery and has inhaled a great 
deal of this material. Six weeks ago he began to cough. He 
had not felt well and had had no pep or energy for about six 
months prior to this. He lost weight and his appetite was poor. 
At one time he had hemoptysis. A roentgenogram Nov. 20, 
1950 revealed scattered shadows of infiltration in the right 
lung at the level of the first, second and third interspaces. 
Sputum cultures were consistently negative. Repeated x-ray 
in two weeks showed clearing of these shadows. Could this 
material be toxic? E. A. Rosen, M.D., Dalton, Ga. 


ANSWER.—"Mineral spirits” is the trade name for an unpre- 
cise petroleum distillation fraction with a flash point of 86-105 F. 
and is sometimes termed “heavy naphtha.” For toxicologic con- 
siderations it may be regarded as naphtha. This class of sub- 
stances (gasoline, kerosene, naphtha, oleum spirits, Stoddard’s 
solvent), when inhaled as vapors, may provoke mental excite- 
ment (naphtha jags) resembling early alcoholism but eventuat- 
ing in depression. Otherwise these agents are skin and mucous 
membrane irritants. Bronchitis associated with coughing is rec- 
ognized. Less well established is a chronic state starting with 
the usual features of neurasthenia, muscular weakness, loss of 
weight and mental dulness but possibly eventuating in neuritis, 
parasthesias, paralyses, ataxia and other manifestations indica- 
tive of involvement of the higher centers. This rare condition 
has been described as simulating multiple sclerosis. In some 
quarters there is the disposition to recognize a chemical pneu- 
monia from these fractions. This is here neither affirmed nor 
denied. In the present instance the possibilities of tuberculosis 
or commoner forms of pneumonia should not be abandoned. 
Moreover, since a textile mill (presumably cotton) is involved, 
the possibility of “mill fever” requires appraisal. The clinical 
picture is suggestive. 


RHEUMATOID ARTHRITIS OR OSTEOARTHRITIS? 


To THE Epitor:—My wife has what seems to be acute, progres- 
sive osteoarthritis. The joints of both thumbs, the right wrist 
and the right foot have become sore and painful in a matter 
of a few weeks. An orthopedic doctor said that nothing could 
be done. My wife is 53 vears old. Do vou think the climate 
in California would be better for her than that in Maine? 
She also has asthma due to physical allergy. Please tell me 
what can be done. Three infected teeth were extracted three 
months ago. M.D., Maine. 


ANSWER.—The data given are not sufficient to establish a 
diagnosis of osteoarthritis with certainty. There seems to be 
reason to doubt that the patient is suffering from that condition. 
Osteoarthritis practically never appears acutely and its course 
is not rapidly progressive. Primary forms of osteoarthritis do 
not affect the wrists and rarely, if ever, induce rapidly develop- 
ing soreness in a foot. The clinical description given would 
seem to indicate that this patient is suffering from rheumatoid 
arthritis rather than osteoarthritis. 


Orthodox treatment for osteoarthritis includes such measures 
as regulation of rest, applications of heat, avoidance of unusual 
occupational or recreational strains and use of simple analgesic 
medication, such as aspirin or other salicylates. Osteoarthritis 
is rarely disabling, and ordinarily these patients require only 
such conservative measures as these. If the diagnosis of rheuma- 
toid arthritis is correct for this patient, a different treatment 
program would be in order. Such a patient should be treated 
daily with enforced rest periods and regular daily use of physi- 
cal therapy measures, including heat, massages and exercises. 
Dietary measures should be instituted to insure optimal nutri- 
tion and high vitamin intake. Consideration should be given to 
the advisability of additional therapy with gold salts or with 
cortisone. A discussion of the present status of therapy for 
rheumatoid arthritis and osteoarthritis appears in the work by 
E. F. Rosenberg (Diseases of the Locomotor System in Thera- 
peutics in Internal Medicine, New York, Thomas Nelson & 
Sons, 1950, pp. 533-557). Evidence is lacking that healing of 
rheumatoid arthritis or osteoarthritis is facilitated by any 
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special climate. Both diseases occur with equal frequency in 
warm, dry areas and in colder, more changeable climates. 
Patients suffering with either disease may be sensitive to 
weather changes, that is, suffer aggravation of symptoms dur- 
ing periods of rapidly changing weather. Therefore, such pa- 
tients often lead more tranquil lives in regions where climate 
is equable. It is not advisable, however, to dissolve family ties 
or destroy economic or professional programs to effect a 
climatic cure for any rheumatic disease. 


OXYURIASIS 

To THE Eprror:—Three patients Rave persistent oxyuriasis. 
I have used oral anthelmintics and enemas of copper sulfate 
solution, 1:5,000, without effect. Toys and clothing have been 
disinfected. The mother has read about an ointment to be 
used on the rectum, What is this? M.D.. lowa. 


ANSWER.—Onxyuriasis, or enterobiasis, is difficult to treat. 
It should be approached with five considerations in mind: 1. Oral 
medication to kill the worms in the intestine. Methylrosaniline 
chloride (gentian violet) in four hour enteric coated tablets, is 
the drug of choice. Adults take 1 *grain (0.06 Gm.) three times 
daily before meals for eight days, rest seven days and repeat the 
therapy for another eight day period. 

2. Enemas to clean the colon of dead and dying worms and 
eggs. During the period of treatment give (125-250 cc.) retention 
enemas of hexylresorcinol (1:2,000) every other night (eight 
enemas in all). 

3. Cleanse the anal region every six hours to prevent retro- 
grade migration of recently hatched worms. 

4. Prevent reinfection by personal and home hygiene. Closed 
sleeping garments to prevent spread of eggs. Short finger nails, 
carefully scrubbed several times daily. During medication the 
house should be thoroughly cleaned—walls, drapes, rugs and 
carpets as well as woodwork, picture frames and all other ledges. 
The eggs are numerous, tiny and resistant. 

5. Investigate sources of infection outside the home, such as 
school and playmates. 

If the family plans a long summer vacation away from home, 
it would be wise to take the treatment just before leaving. 


TENOSYNOVITIS 

To THE Epitor:—A patient has recurrent tenosynovitis of the 
dorsum of both hands and possibly a little on the feet. The 
first enlargement started a vear ago, and its duration was 
about a month, There is no inflammatory appearance to the 
hands and feet, and no pain, but perhaps a slight stiffness in 
the morning, Examination discloses no abnormalities except 
for some scar contraction of the neck and forearms of both 
arms, due to burns several years ago. Results of laboratory 
studies are essentially normal except for minor hypochromic 
anemia; the blood sedimentation rate is within normal limits. 
What would be the best therapy? 

R. §. Pelton, M.D., Markesan, Wis. 


ANSWER.—It is difficult to answer this query, because one 
cannot judge the severity of the condition or determine whether 
any disability is present. The only satisfactory treatment of severe 
and disabling tenosynovitis is complete surgical excision of the 
thickened tendon sheaths. 


PRIMARY HYPOGONADISM 

To THE Eprror:—A 24 year old single man in a psychotic period 
of excitement cut off most of both ears, his entire penis and 
both testicles. We would like an opinion about the hormonal 
handling of this case. How soon should this man receive treat- 
ment? Ils it possible for you to recommend a product and 


dosage? —_ Jules Magnette, M.D., Kaneohe, Oahu, Hawaii. 


ANSWER.—The patient has primary hypogonadism as a result 
of removal of both testicles. He should receive testosterone pro- 
pionate by intramuscular injection. The minimum dose required 
to produce a maximum effect varies from patient to patient. In 
many instances 25.0 mg. three times a week is adequate. 


J.A.M.A., Aug. 11, 195] 


PRECOCIOUS PUBERTY 
To THE Eprror:—A 5 year old boy is showing signs of preco- 
cious sexual development, including pubic hair. Otherwise he 
seems normal. Is there any remedy known that can help in 
arresting this development? 
Charles R. Minch, M.D., Vestal, N. Y. 


ANSWER.—This question is rather difficult. The first thing is to 
determine the underlying condition. One considers especially 
precocious puberty and the adrenogenital syndrome due to 
hyperplasia or adenoma of the reticular zone of the adrenal 
cortex. If he has precocious puberty, he should have precocious 
enlargement of his testes and there may well be a family history. 

If, however, he has the adrenogenital syndrome the testes 
usually remain small although this is not always the case. The 
excretion of 17-ketosteroids would probably be higher than 
it would be in precocious puberty. Furthermore, studies of 
the adrenocortical function might show insufficiency of the 
hormone controlling electrolyte metabolism and carbohydrate 
metabolism. If the diagnosis turns out to be adrenogenital syn- 
drome, the patient should respond to cortisone therapy (Wilkins, 
L., and co-workers: Cortisone Therapy in Adrenogenital Hyper- 
plasia, J. Clin. Endocrinol. 11:1 [Jan.] 1951). 


CONGENITAL DEFORMITIES 
To THE Epiror:—/ delivered a male child with multiple, con- 
genital deformities. When the mother was seven months preg- 
nant rabies developed in the family dog. The mother was 
given rabies vaccine (14 doses). Could the vaccine have been 
the cause of these deformities, and congenital heart condition? 
E. H. Macpherson, M.D., Millburn, N. J. 


ANSWER.—Since congenital malformations are determined in 
the first trimester (the early organogenetic period), the injection 
of rabies vaccine during the seventh month of gestation could 
not possibly account for the abnormalities described. For addi- 
tional information, the following authoritative sources may be 
consulted: “Etiology of Congenital Malformations” by Josef 
Warkany (Advances in Pediatrics, New York, Interscience Pub- 
lishers, Inc., 1947 vol. 2, pp. 1-63,—now published by Year Book 
Publishers, Chicago) and “Congenital Malformations” by Doug- 
las P. Murphy (Philadelphia, J. B. Lippincott Company, ed. 2, 
1947). 


PREFRONTAL LOBOTOMY 
To THE Epitor:—/ would appreciate information regarding the 
performance of a frontal lobotomy on a woman, 61, with in- 
volutional melancholia. This patient has received electric 
shock therapy with satisfactory results on four occasions. 
What is the outlook as far as the patient is concerned? 
K. R. Monson, M.D., Roseville, Calif. 


ANSWER.—Prefrontal lobotomy is a very effective treatment 
for patients with involutional melancholia who tend to relapse 
after shock therapy. However, the major operation is rather 
damaging to the personality and is often accompanied by great 
gain in weight and free expression of hostility. The minor opera- 
tion of transorbital lobotomy is preferable in such cases, since 
it is safe, effective, and free from the disagreeable personality 
changes, so that the patient would probably be able to resume 
her former activities. 


HYDROTHORAX 
To THE Eprror:—What is the explanation of the fact that in the 
hydrothorax of myocardial failure the accumulation occurs 
first and in greatest amount on the right side? 
Jennings G. Olson, M.D., Ogden, Utah. 


ANSWER.—It is not known for certain why this happens, but 
various explanations have been given, including (1) better venous 
drainage of left pleural cavity than of right, the latter being more 
completely dependent on the vena azygos system, which in tum 
must empty into the vena cava already engorged with blood, 
(2) higher venous pressure in the right lung than in the left in the 
presence of congestive heart failure. 
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